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THE USE OF MORPHINE IN ECLAMPSIA.* 


By A. M. Davipson, O.B.E., M.B., Ch.M. (Sydney), 
Honorary Medical Officer, Marrickville District Hospital; 
Honorary Medical Officer, Bethesda Mothers’ Hospital, 
Marrickville. 


Tue object of this paper is to set out the 
pharmacological and biochemical considerations 
which should influence the obstetrician in adminis- 
stage of 


tering morphine in the convulsive 
eclampsia. 

The diversity of opinion among leading obstet- 
ricians as to the advantages and disadvantages of 
the use of this drug is very disappointing, to say 
the least of it, to the conscientious accoucheur. On 
the one hand we are advised to keep the patient 
under the influence of morphine and chloral, while 
on the other we are told never to use it on the 
ground that it delays elimination. I shall endeavour 
to show that there are cogent reasons along bio- 
chemical lines for disregarding this alleged dis- 
advantage and, moreover; I shall endeavour to show 
that the alleged delay’ in elimination has been 
greatly overrated and cannot occur to any appreci- 
able extent in patients treated by colonic lavage. 

To be dogmatic and lay down hard and fast 
rules is absurd, as the etiology of eclampsia is 
still unknown, there being no absolute proof avail- 
able to establish any of the theories as to the cause 
of this condition. These theories have been dis- 
cussed in the recent publication of the Medical 
Research Council and published in abstract in Tue 
MeEpIcAL JOURNAL OF AUSTRALIA Of February 4, 1928, 
on the toxemias of pregnancy;") they may be 
summarized as follows: 

The cause of the toxemias of the latter half of preg- 
nancy is some form of intoxication by the breakdown 
products of placental tissue, probably some of the higher 


products of protein: katabolism which have a powerful 
action even in small quantities. 


. It is also laid down that the effect upon the 
mother depends upon the failure to deal with the 
toxic material introduced into her circulation. 

In this comprehensive review of the subject no 
mention is made of the theory which has occurred 
to me on several occasions, that the toxic substance 
may be a normal hormone of pregnancy produced in 
excess. During the latter months of pregnancy one 
notices in healthy women free from albuminuria 
and from any other signs of toxemia of pregnancy 
a peculiar softening and swelling of the lips and of 
hands in addition to the changes in the external 
genitals. In domestic animals, such as the ewe, the 
mare and the cow, the external genitals soften and 
swell to a considerable extent during the latter part 
of pregnancy and whereas such changes in the 
human female might be considered to be due to the 
erect posture and the venous congestion resulting 
therefrom, this explanation could not account for 
the phenomenon in lower animals. As the domestic 
animals which are observed carefully by skilled 


‘1Read at a meeting of the Section of Obstetrics and 
Gynecology of the New South bet i gs Branch of the British 
Medical Association on September 12, 1928. 
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veterinary surgeons, are eoveret by hair except on 
the external genitals, it is impossible to get informa- 
tion as to alterations in texture and consistency 
of the integuments of other parts of the body. 

To digress for a moment, it is interesting from 
the point of view of dietetics to note that sows are 
the only domestic animals which manifest a patho- 
logical condition associated with the pregnant state 
similar in all respects to that of eclampsia in the 
human female and the diet of the pig is omnivorous, 
as is that of the human. 

To resume, my contention is that there is evidence 
to show that there exists in the pregnant animal, 
whether human or lower down the scale, a hormone 
produced by the ovum which in normal amount pre- 
pares the genital canal for its special function of 
parturition, by softening and rendering more elastic 
the muscular and other tissues involved, and that 
when present in excess this hormone, by acting upon 
tissues other than those for which it is intended, 
causes cedema of the extremities and, if still further 
increased, seriously interferes with the kidney func- 
tion and ultimately irritates the central nervous 
system, causes convulsions and these in turn cause 
exhaustion, cyanosis and death. 

We do not have to go far to find similar actions, 
the deficiency and excess of the hormone of the 
thyreoid gland and their respective effects upon 
selected organs being the most obvious. 

In any case whether the (toxic) substance which 
causes eclampsia, be a normal product of conception 
(the ovum or the placenta) or an abnormal and 
pathological one, it is regarded as having its origin 
in the placenta. Now the placenta is not a maternal 
organ, but is dependent upon the maternal circula- 
tion for its growth and efficiency. Further, we have 
no means at our disposal of preventing or control- 
ling the production of this noxious material, but 
it is reasonable to suggest that any factor which 
increases the metabolic rate of the mother, will 
increase the output of the toxin into the mother’s 
circulation and conversely any factor which 
diminishes the same, should lessen the output of 
toxin and reduce the severity of the condition. This 
is already accepted by the fact that our patients are 
put to bed at the first suggestion of toxemia being 
present. All schools agree in regard to the advant- 
age derived from rest and the untoward results of 
exercise and anxiety. 

Acting upon this hypothesis I have searched the 
available literature for any references to the effect 
of morphine upon the metabolic rate, with a view 
to establishing some proof of its ability to diminish . 
the output of toxin into the maternal circulation. 
Unfortunately the information upon this subject is 
very meagre and is limited in its application, as all 
the experiments have been carried out upon healthy 
human beings and animals. Moreover, most of the 
animals used were dogs which are very variable 
individually in their reactions to morphine, as well 
as differing from human beings in general. Further- 
more, the information available as to the normal 
changes of the metabolic rate due to pregnancy is 
by no means comprehensive. 
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Boothby and Rowntree?) state that in their series 
based upon the consumption of oxygen it cannot be 
proved that morphine in usual doses has any effect 
upon metabolism, but in doses sufficient to produce 
sleep it lowers the heat production 9% in ten 
minutes. 

Chauntin and Lusk®) found variable results in 
dogs, depending upon the initial period of excite- 
ment, one animal having a definite increase in heat 
production and another a lowering of it. ; 

Cushny) in discussing the effect of morphine 
upon metabolism says that the excretion of car- 
bonie acid is lessened during the depression stage. 
The imperfect respiration leads to an increase of 
the lactic acid of the blood and of the urine and 
to the disappearance of glycogen from the liver. 


Stander) brings experimental evidence to show 
that morphine increases the carbon dioxide com- 
bining power of the blood in normal animals by 55 
to 70 volumes per cent. The effect of such a change 
would be to counteract any tendency to acidosis. 
Further, this author states that histological exam- 
ination failed to reveal any anatomical changes in 
the liver or kidneys of the animals examined. This 
action in counteracting acidosis would explain why 
it is that the opium derivatives have always been 
found beneficial in the treatment of diabetes 
mellitus; the physicians advocating its use in this 
disease have not, as far as I am aware, put forward 
any such reason for their belief. 

Recent researches of Titus and others‘) which 
are intended to show that the convulsions of 
eclampsia are due to a sudden drop in the blood 
sugar content, support the administration of mor- 
phine and other sedatives, on the ground that the 
importance of restraining the convulsions cannot 
be overestimated. Muscular activity. of such a 
violent type makes enormous demands upon the 
glycogen reserves in the liver and tends to increase 
the amount of katabolic products in the blood. 
These authors would have us believe that the 
necrotic changes observed post mortem in the 
patients who have died as a result of the toxemia 
of pregnancy, are due to the excessive drain upon 
the glycogen of the liver, caused by convulsions 
in eclamptics and by starvation in those suffering 
from hyperemesis, this loss of glycogen in turn 
bringing about a diminution in bulk of the entire 
organ with consequent atrophy and necrosis. With 
regard to the effect upon the glycogen reserve in 
the liver, it is necessary to go back to the statement 
by Cushny® that morphine by its effect in lowering 
the respiratory rate, causes a loss of glycogen 
which would appear to be a disadvantage, but on 
the other hand, the convulsions have a very serious 
effect in impeding respiration, even causing 
asphyxia. Moreover, the dose of morphine necessary 
to restrain the convulsions is usually not large 
enough to affect the respiration to a degree likely 
to do harm in this respect. 

From these data we cannot argue too much. For 
the reasons stated above the information available 
is too indefinite to permit of any deductions of a 
positive value as to the action of morphine upon 


the metabolic rate which would tend to prevent the 
toxic substances gaining admission to the blood 
stream in such quantity as to produce convulsions, 
but on the other hand there is no evidence that any 
effect upon the body metabolism would counter- 
indicate its administration or warrant the state- 
ment that it should never be used. 

With regard to the effect of morphine upon the 
elimination of toxic substances of whatever nature 
or origin, Cushny™) and Clark‘ agree that mor- 
phine has no effect upon the kidneys and its not 
excreted by them except when administered in very 
large doses. As regards elimination by the bowel 
morphine causes a partial constriction of the pyloric 
and ileo-colic sphincters and slows peristalsis, thus 
delaying the passage of the bowel contents. Mor- 
phine delays the secretion of the bowel, but the 
rate of absorption is unchanged. Macht‘? states 
that in some cases the peristaltic activity of the 
gut was increased by small doses of morphine. 
Obviously if lavage of the stomach and colon be 
employed after the method of Fitzgibbon, any 
such delay in elimination would become negligible. 


In order to have some concrete cases to show the 
effect of the use or the withholding of morphine in 
these convulsive conditions, the following three 
cases are cited. 


A married woman, twenty-three years of age, came to 
my surgery and said that she wished to engage me to 
attend her in her confinement which she expected in 
about a month. A physical examination revealed nothing 
abnormal except a slight edema of the feet. A specimen 
of urine voided at the time contained a light but definite 
cloud of albumin. I advised her to lie up and restrict 
her diet and she ridiculed the idea, stating that she was 
all right and had a house to look after. Sixteen hours 
after this conversation I received an urgent message that 
she was having fits. She was removed to hospital where 
I carried out the treatment as laid down by Fitzgibbon, 
no morphine or other sedative being administered. She 
continued to go from one fit into another and died 
undelivered, never having shown any signs of labour five 
hours from the onset of the fits. 


Such a case as this falls into the category of the 
“fulminating” and no doubt the result would have 
been the same had any drug been administered: 
nevertheless at the time I felt that I had adhered 
too rigidly to the line of treatment laid down and 
I wished that I had administered morphine, as had 
I been able to stave off the fits even for a short 
time, the respite would have been of great benefit 
to the patient and would have given the treatment 
by lavage a better chance. Fortunately, this type 
of case is rare, but I am satisfied that any measure 
which will subdue the convulsions even for a time, 
is well worth the trial, even if there be some slight 
risk of delay in elimination. 

A single girl, aged seventeen years, was admitted to 
hospital some weeks before the date of her expected 
accouchement. The nurse in charge drew my attention 
to the fact that sugar was present in her urine; I 
immediately proceeded to examine her. I found that she 
was about thirty-five weeks pregnant. She was very 
cdematous all over; she could hardly see out of her eyes 
and her abdomen was so firm in consistency that palpa- 
tion of the fetal position was impossible. Her urine was 


normal as regards total quantity passed and contained no 
albumin. She was put to bed and given only water and 


in three days the sugar disappeared, when her diet was 
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increased to milk and cereals. A trace of albumin then 
appeared and she was kept in bed and the usual treatment 
was carried out for threatened eclampsia. On the six- 
teenth day after the first examination, that is to say at 
about thirty-seven weeks, she had several fits. Morphine 
was administered (0-016 gramme) which restrained the 
fits and lavage was carried out. Induction was then 
attempted by the castor oil and quinine method, but 
failed. Bougies were inserted and labour commenced in 
under twenty-four hours, lasting ten hours. Delivery was 
normal and resulted in a healthy infant of 3-4 kilograms 
‘(seven and a half pounds). The mother’s puerperium 
showed no abnormal features, the temperature did not 
rise above 37-2° C. (99° F.). 

Considering the severity of the cedema, one could 
not but be agreeably surprised at the happy issue 
of the treatment and the advantage of having a 
quiet patient to deal with when the colon was being 

- washed out is very great. The youthfulness of the 

patient, no doubt, helped in the ease of delivery 
and may have been responsible for the condition 
in the first place. 

A married woman, twenty-three years of age, engaged 
my services during the fifth month by proxy, as she said 
she was too shy to come herself. Her urine was normal 
at the time and continued so until the thirty-third week, 
when a faint cloud appeared, at the same time she com- 
plained again by proxy of pruritis and swelling. I now 
insisted upon examination, ordered her to bed and 
instructed her as to diet. She refused to entertain any 
thought of going to hospital. I tested her urine twice a 
week. It became gradually worse as regards the amount 
of albumin. Again at the thirty-seventh week I urged 
her to go into hospital, but she refused point blank. After 
explaining the dangers attendant upon her obstinacy, I 
decided to induce labeur and my hands were strengthened 
by the fact of her having two fits not of a severe degree. 
Morphine was administered (0-016 gramme) and checked 
the fits. Not wishing to introduce anything into the 
vagina in the house, I tried induction by castor oil and 
quinine and it was immediately successful. She delivered 
herself of a healthy male child of two kilograms (five and 
a half pounds) in nine hours. Her recovery was normal 
except for the fact that catheter specimens revealed the 
presence of albumin for about twelve days. The infant 
. throve rapidly and doubled his weight in eight weeks, 
but I regret to say died of pneumonia at about eight 
months. 

I quote this case as showing what can be done 
in the face of such obstinate obstruction of one’s 
efforts by ignorant patients. General practitioners 
who are called upon to attend’such people are at a 
great disadvantage. Of course they can refuse to 
attend the patients in their own homes because this 
entails the expenditure of too much time and energy, 
but personally I prefer to adapt my treatment to 
the resources available after having put the 
responsibility upon the patient who shows any 
tendency to refuse to take advice. 


I felt rather doubtful about the effect of the drug 
method of induction, for fear that any harm should 
be done, but a study of the pharmacological aspect 
of the drugs concerned failed to reveal any contra- 
indication and the result was better than my hopes 
_ and it was because of this success that I tried this 
method upon the second patient whose history is 
sketched above. 


Conclusion. 
In conclusion I would suggest that provided 
lavage is carried out, there is no contraindication 
to the use of morphine in the convulsive stages of 


eclampsia on the ground of delay in elimination, 
because the function of the kidney is not interfered 
with as was formerly believed and the delay in 
the bowel may be counteracted by the methods 
referred to above. We possess in morphine a valu- 
able drug whose action upon the central nervous 
system is of inestimable value in restraining the 
convulsions and in reducing muscular activity 
generally, in quieting the mind of the patient and 
removing anxiety and in tending to prevent all the 
secondary effects of the seizures which are too 
numerous for detailed mention. 
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ENDOMETRIOMA.' 


By J. L. T. Ispister, M.B., Ch.B., F.C.S.A., 
Sydney. 


At a meeting of this Section of Obstetrics and 
Gynecology in September, 1926, Dr. Reginald Davies 
brought under our notice an interesting case of 
wandering endometrioma.”’ The patient was a 
married woman, aged forty-one, without any 
history of pregnancy and whose pelvis contained a 
large tumour, involving the uterus and both ovaries, 
all matted up together with adhesions to the bowel 
and bladder. Professor Welsh reported the tumour 
to be an adenomyoma in which islets of endo- 
metrium formed an essential part of the growth, and 
the adhesions of bowel et cetera were probably due 
to invasion by these islets of endometrium, so that 
they represent an endometrioma, a new growth of 
low grade malignancy. 


The first case for consideration now is also endo- 
metrial in origin. 

An unmarried woman of forty complained of dysmenor- 
rhea and backache and periods lasting ten days, 
whereas they used to last five days. The uterus was 
back and somewhat enlarged. The patient’s uterus was 


1 Read at a meeting of .the ‘Section of Obstetrics and 
Gynecology of the New South Wales Branch of the British 
Medical Association on September 12, 1928. 
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curetted and the abdomen opened and what appeared to 
be a fibroid, not very large, was removed from the upper 
part of the uterus. To do this the uterine cavity was 
opened and stitched up in layers and the uterus suspended. 
Unfortunately there is no pathological report as to the 
nature of this small tumour. 

The uterus became attached to the anterior abdominal 
wall, and the patient was well. Five and a half years 
later she returned with a lump the size of a small walnut 
in the abdominal scar. One would have guessed it to be a 
stitch abscess, but the expected stitch did not come out 
after waiting three months. The lump was cut out and 
Dr. Little reports that it is an implantation endometrioma. 


Dr. Little’s report is as follows: 

The specimen consisted of a mass of tissue (three 
centimetres by two centimetres by two centimetres) 
removed from an operation scar in the anterior 
abdominal wall. It appeared to be composed of adipose 
tissue and some denser white tissue having the appear- 
ance of fibrous tissue. A small piece of skin was attached 
to the surface. 

Microscopically the specimen consists of a fibro-cellular 
stroma supporting glandular elements. These glands are 
lined by columnar epithelium and in some of the lumina 
red cells and amorphous material are present. In the 
neighbourhood of some of the glandular spaces the 
stroma is highly cellular and presents the structure of 
the interglandular stroma of the endometrium. 

The tumour is a benign new growth which has 
originated in an implanted fragment of endometrium 
(endometrioma). 

Figure I is a photomicrograph of a section of the 
tumour. 


FicureE I. 


No sign of any stitch could be found. The tumour was 
the size of a small walnut, hard and dark in colour, more 
or less circumscribed and did not extend below the sheath 
of the muscle. It became tender, the patient stated, always 
at the beginning of the period. For five years the 


abdominal mid-line scar had been perfectly normal and 


soft and the small tumour had appeared only in the past 
few months. 

A pelvic examination revealed nothing abnormal, no 
matting of fornices or tenderness such as may occur with 
endometrial implants in the pelvis. The uterus is slightly 
enlarged and fixed to the anterior abdominal wall. 

In cases in which the cavity of the uterus has 
been actually opened up for myomectomy, it might 
be safer not to do suspension and so avoid risk of 
fixation. 

The pathology of endometrioma is uncertain. It 
may arise from embryonic tissue, but the case just 
reported, in which it arises from a definite implanta- 
tion, goes very far to establish Sampson’s theory. 
He states 

The one positive proof that endometrial tissue may 
become implanted and grow in human beings is the develop- 
ment of “adenomyomata” in the scar of the abdominal 
incision after operations in which the uterine cavity has 
been opened. 


This tumour most certainly originated by the im- 
plantation of endometrial cells into the wound at 
the time of operation when the uterus was opened 
up. It is most interesting that such a long time as 
five years should have elapsed before these cells 
sprang into active growth. 

Victor Bonney’ reports a case similar to this, 
in which the cavity of the uterus was opened for 
the removal of three fibroids and two years after- 
wards the endometrial tumour appeared. Does it 
not make us wonder how the cells can remain 
dormant for so long as five years and may it not 
help to explain those rare cases of malignant 
disease, especially of sarcoma and endothelioma 
which recur in the patient at intervals first in one 
site and then in another? In endometrioma, how- 
ever, there appears to be no metastasis to new sites, 
far removed, although a local spreading to new sites 
occurs in the peritoneal cavity. 


The second case is interesting but more difficult 
to understand, especially from a pathological aspect. 
It may not be a case of endometrioma. The data 
are incomplete. 


Mrs. M., aged thirty-four, with two children, the younger 
twenty-one months of age, had miscarried once or twice 
at a very early stage. She was now five and a quarter 
months pregnant. She had been seen by her doctor on 
several occasions and the urine was quite normal. She 
quickened at four months. She had a fainting sensation 
since pregnancy began and had not experienced this in 
previous pregnancies. 


A week before the day when she was taken very ill, she 
had an attack of nausea and distension of stomach and 
the abdomen felt uncomfortable. On the eventful day she 
was not feeling ill and had a warm bath before luncheon 
and at 3.30 in the afternoon was taken very suddenly with 
swelling of the stomach, vomiting, looseness of the bowel, 
frequency of micturition and great pain in the lower part 
of the abdomen, especially low down on the left side. She 
felt as if everything were pushing upwards from below. 
The diagnosis lay between concealed accidental hemorrhage 
and pregnancy complicated by a twisted ovarian cyst. Just 
before operation, five hours after onset, she had slight 
labour pains and bleeding from the vagina. There then 
appeared to be two tumours in the abdominal cavity and 
the whole much larger than a few hours previously. When 
the abdomen was opened, the bilobed shape of the uterus 
gave the appearance of two tumours. The right and upper 
and anterior lobe contained the fetus and the left and 
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lower and posterior the placenta and blood of the accidental 
hemorrhage. There was a very small fibroid anteriorly. 


The uterus was for the most part of a deep purple, 
almost black colour. The pressure of the blood had been 
so great that it had infiltrated the uterine wall generally. 


The uterus was opened and the dead fetus and a very 
large amount of blood clot removed. The uterine walls 
looked very damaged by the blood infiltration and 
posteriorly low down they were very thin and had all but 
ruptured. A few more even weak pains and the uterus 
would probably have ruptured. 

Tweedie and Wrench“? speak of a fatal case in 
which the blood was poured into the peritoneal 
cavity. They state that concealed accidental hemor- 
rhage is found with feeble and flabby uterine 
muscles, the result of degeneration and it is, they 
state, this loss of tone and nothing else that leads 
to the hemorrhage being concealed. They advise 
Cesarean section without hysterectomy. 

And what is the pathology of the condition that 
causes a five and a quarter months pregnant uterus 
suddenly to fill with blood and to give way under 
the pressure?. Concealed accidental hemorrhage is 
not usually associated with the last months of preg- 
nancy. There was not any associated toxemia, as 
is so frequently found. 

When the uterus was sewn up and the peritoneal toilet 
completed, it was noticed that the right ovary was covered 
with a large number of small growths about the size of a 
rice grain set on end. The same sort of growth covered the 
lower and posterior half of the uterus, where the latter 
had been most thinned and where rupture might readily 
have occurred. These growth gave a shaggy appearance to 
the affected part. One from the posterior wall of the 
uterus was snipped off with scissors and referred later to 
the pathologist. It was a dark pink colour and soft and 
firmly attached to the uterus. 

The left ovary with the corpus luteum of pregnancy was 
quite unaffected, neither did the growths occur anywhere 
else in the peritoneum. 

Figure II is a photomicrograph of a section of the tissue 
examined. 

Dr. Little’s report was that the tissue was decidual 
tissue, an opinion confirmed by other pathologists. 

Microscopically the specimen is composed of highly 
cellular tissue undergoing a decidual reaction. Extra- 
vasated red blood corpuscles and blood pigment are 
present between the cells in some areas and thin-walled 
vessels occur. Inflammatory cells (polymorphonuclear 
cells, lymphocytes and plasma cells) are fairly numerous. 

No peritoneal covering to the fragment was recognizable. 

How did this tissue come to be there in the 
peritoneum and how can we account for a decidual 
reaction in this tissue? It contains no glandular 
tissue and is not ordinary endometrioma. Can it 
be that the very thin area of the uterus was where 
the placenta was attached and that here there had 
been some endometrial invasion of the uterine wall? 
This would account for the early separation. It 
was immediately overlying this thinned-out area that 
these small peritoneal growths were very numerous 
and had undergone decidual change. 

Could it be that the little growths were present 
before pregnancy and had simply taken on decidual 
changes with pregnancy? 

Finally, could it be that the “cellular spill” had 
taken place after pregnancy had occurred and so 
the cells were decidual from the start? Can the 
tissue be classed as endometriomatous? 


This is all speculation and leaves us in some 
doubt. Lochrane® reports that the changes in 
endometrioma with pregnancy are but little known, 
but states that decidual reaction is the rule, judging 
from a case of his own and the literature in a few 
reported cases. 
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ECTOPIC GESTATION: AN ANALYSIS OF FIFTY 
CONSECUTIVE CASES. 


By J. B. Dawson, M.D., F.R.C.S., 
Honorary Assistant Gynecologist, the Adelaide Hospital. 


THE occurrence in my practice of an unusual 
number of cases of ectopic gestation and of several 
diagnostic surprises has led me to think that a 
study of the symptomatology of the condition might 
prove of value. 

The basis of this paper is a careful analysis of 
the history, course and destiny of fifty consecutive 
cases of extrauterine pregnancy. Twenty of these 
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occurred in my own practice and for the remainder 
I am indebted to my gynecological colleagues at 
the Adelaide Hospital. 

The signs and symptoms have been tabulated 
under twenty-eight headings and an effort made to 
determine any constant factors and the correlation 
of one sign or symptom with others. 

Hematological examinations have not been 
carried out sufficiently often to justify any state- 
ment thereon; the patients with acute stages were 
operated upon too promptly to allow of such 
clinical investigation and those with less acute con- 
ditions seldom revealed signs that suggested the 
need of blood estimations. 


Diagnosis. 


A diagnosis of ectopic pregnancy was made prior 
to operation in thirty women or 60%. For the 
remaining twenty the following provisional diag- 
noses seemed best to explain the phenomena: 

Threatened uterine abortion .. 4o0r 8% 
Appendicitis 2or 4% 
Salpingitis, acute ; 5 or 10% 
Menorrhagia, unexplained 2or 
Pelvic abscess lor 
Puerperal sepsis 1 or 
Intestinal obstruction lor 
Torsion of ovarian cyst lor 
Undiagnosed 3 or 


It is interesting here to compare te results of an 


analysis made by A. P. Brown of the cases from 
the records of the Pennsylvania Hospital and 
reported by him in The Annals of Surgery, April, 
1928. In his paper he states that a correct pre- 
operative diagnosis was made in 62% of cases as 
against our 60%. 

Other conditions diagnosed in error were salpin- 


gitis 175%, appendicitis 46%, uterine abortion | 
36%, fibro-myomata pelvic abscess 2-75%, | 


ovarian cyst 1%, a list that bears a_ striking 
resemblance to ours. 

In two cases only was a correct diagnosis made 
prior to rupture or tubal abortion. 


symptoms become manifest. 


Age Incidence. 

The average age of the women was twenty-nine 
years, the oldest being thirty-eight and the youngest 
twenty. 

Between 20 and 30 
Between 30 and 40 23 or 46% 
Between 25 and 35 36 or 78% 


These figures suggest that the period of greatest 


27 or 54% 


fertility, from twenty-five to thirty-five, is the most | 
_ premonitory symptoms culminated in an exacerba- 
_ tion attended by symptoms of severe rupture and 
free intraabdominal hemorrhage. 

The average number of children born by the fifty | 
Nullipare numbered fourteen or | 


likely for the misadventure to occur. 


Influence of Parity. 


women was 1°75. 
28%. There were six women with families greater 
in number than three or 12%. 


Both of these | 
were in private practice. This is to be expected, as | 
hospital patients are usually seen after urgent | 


Preceding Absolute or Relative Sterility. 


It has been suggested that ectopic gestation is 
more apt to occur in women who have been for a 
period relatively sterile or have never conceived at 
all. The following figures, however, do not suggest 
this, but rather that it is an occurrence that takes 
place in the flood tide of sexual activity. 

Nullipare numbered fourteen or 28%. Of these 
one woman had been married nine years, one two 
years, one one and a half years and seven under 
one year. Four were unmarried. 

Parous women numbered thirty-six or 72%. 

The intervals between the ectopic and the previ- 
ous pregnancy averaged four years. Ten had had 
intervals of 14, 12, 12, 10, 7, 7, 7, 6, 6, 6 years 
respectively. The average of the balance in twenty- 
six instances was 1:5 years. 


Preceding Amenorrhea. 


Average duration 
Longest duration 
Between five and nine weeks 23 or 46% 
Less than four weeks 20 or 40% 


It is in this last group that errors arise as the 


5-8 weeks. 
12 weeks. 


_ apparent absence of such an important sign as 
_ amenorrhea is likely to mislead the clinician. 


Other Signs of Early Pregnancy. 
Nausea and Vomiting. 

No history of the nausea or vomiting of early 
pregnancy was obtained from the twenty women in 
whom the amenorrhea was of less than four weeks’ 
duration. Of the remaining thirty, sixteen had 
experienced amenorrhea for a period of seven 
weeks or more; of these fourteen or 46°6% com- 
plained of this symptom of early pregnancy. 


Mammary Hypertrophy. 

Mammary hypertrophy was noticed only in those 
women whose amenorrhea was of considerable dura- 
tion. After an absence of menstruation of more than 
seven weeks about 32% manifested some increase 
in vascular and glandular activity of the breasts. 


Uterine Enlargement. 
Some increase in size of the corpus uteri and 


_ some softening of the cervix were noticed in all 
cases. 
_ of abdominal pain priority of constancy. 
_ some diagnostic significance was the peculiar tender- 
ness of the cervix that was frequently complained 


In fact this sign shared with the symptom 
A sign of 


of by the women during vaginal examination. 


Onset of Symptoms. 
The onset of symptoms was sudden in twenty-six 


or 52% and subacute in twenty-four or 48%. In 


six of the women with subacute onset a history of 


Pulse, Temperature and Respiration. 


The pulse rate was normal (under eighty) in 
24%, between eighty and one hundred and twenty 


| 
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in 70% and over one hundred and twenty in 6%. 
The temperature was subnormal in 24%, normal 
in 58% and supernormal in 18%. In eight of the 
nine patients whose temperatures were elevated 
prior to operation, it rose to 37-8° C. (100° F.) and 
in one to 383° C. (101° F.). 

The respirations were under twenty per minute 
in 56%, between twenty and thirty in 40% and 
over thirty in 4%. 

The pulse-temperature-respiration 
little assistance to diagnosis. 

The anemic shocked patient exhibited the usual 
subnormal temperature associated with increase of 
pulse and respiration rates. The amount of dis- 
turbance seems to depend on the rapidity rather 
than the quantity of loss of blood. 

The dramatic type of case, profoundly anemic and 
shocked, pallid and pulseless and with air hunger 
is due to very rapid loss of a considerable quantity 
of blood, whereas the same amount of intraperi- 
toneal loss occurring gradually through several days 
produces surprisingly little disturbance of pulse, 
temperature or respiration. The temperature was 
increased in only 18%, in 16% there was a transient 
rise to 37-8° C. (100° F.) and in one patient only 
did the temperature reach 38°3° C. (101° F.) for 
a few hours. 

The absence of sustained or remittent fever is a 
point of some value in eliminating such diagnoses as 
salpingitis, appendicitis or pelvic abscess. A care- 
ful analysis of the pulse-temperature-respiration 
syndrome failed to reveal any phenomena that can 
be relied upon for diagnosis except, of course, the 
obvious profound secondary anemia in the urgent, 
dramatic case that is easily recognized. 


ratios gave 


Vaginal Bleeding. 


In forty-two women or 84% there was a history 
of loss of ‘blood per vaginam. This loss was always 
scanty. In four there was passed a decidual cast, 
but this probably occurs more frequently than the 
unobservant type of hospital patient mentions it. 

Of the eight in whom there was no vaginal 
loss prior to operation, the diagnosis was made 
prior to rupture in one and in the remaining seven 
the condition was an acute one of severe and sudden 
onset necessitating immediate laparotomy. 

I am of the opinion that the loss of the uterine 
decidua is associated with death of the embryo. It 
is, therefore, natural for vaginal loss to be more 
constant in the cases of tubal mole, tubal abortion 
and subacute rupture than in the.more severe type 
of case. In these last vaginal hemorrhage would 
doubtless appear if it were not forestalled by 
immediate operation. The loss is always slight and 
severe uterine hemorrhage suggests much more an 
intrauterine pregnancy than an ectopic. 


Abdominal Pain. 

Abdominal pain and tenderness was present in 
all but one of the fifty patients. This pain, severe 
and of sudden onset, is the one most constant 
symptom. The site of the pain is usually across 
the lower part of the abdomen without reference 


to either side. Occasionally the pain was more 
general and complained of overall the areas of the 
abdomen. In the subacute cases the initial pain 
usually subsided with rest to recur at intervals or 
upon renewed activity. In these patients also it 
commonly became localized to one of the ileo-pelvic 
regions. 

The explanation of the generalized pain in the 
lower segment of the abdomen is the initial spilling 
of blood into the peritoneal cavity, the extent of the 
painful area depending upon the amount. In the 
milder cases the pain subsided with the temporary 
arrest of bleeding only to recur with subsequent 
leakage. The formation of hematomata in the less 
severe type explains the localization of pain to one 
or other side. The abdominal tenderness corres- 
ponded to the pain, being general or subumbilical 
in the grave, but more localized in the mild cases. 
Tenderness was always present and is a sign of 
some diagnostic value. 


Vaginal Examination. 

The results of vaginal examinations were as 
follows: 

Tenderness with general bogginess 

in all fornices 

Tenderness with localized mass in 

one or other fornix .. 

Tenderness only 

No vaginal signs 2or 4% 

Not examined ai 2or 4% 

It will be noticed that a definite mass was 
detected in sixteen of the twenty-four women with 
subacute attacks and this two-thirds proportion 
may be regarded as a fair estimate of the diagnostic 
value of this sign. In the acute attacks in which 
there is a quantity of blood, clot or fluid, in the 
pelvis upon vaginal examination, a peculiar but 
typical sense of bogginess in the fornices was noted 
as if the uterus were set in soft mud. This was 
found in eighteen of the twenty-six women with 
severe signs and is a sign of value in determining 
the cause of an acute abdominal disaster. 

The most striking sign detected by vaginal exam- 
ination is the peculiar tenderness of the uterus. 
This is especially noted in the presence of a slightly 
softened cervix. 

The pain caused by careful vaginal examination 
is considerable and unlike the pain produced by 
palpation of the uterus in other morbid conditions 
of the pelvie viscera. 


18 or 36% 


16 or 32% 
12 or 24% 


Vomiting. 


Vomiting after the onset of symptoms of rupture 
or abortion as distinct from the vomiting of early 
pregnancy occurred in twenty-nine or 58% of the 
patients. There were exceptions, but generally 
speaking the vomiting most usually accompanied 
the graver conditions with severe abdominal pain. 
Many women complained of nausea without actual 
vomiting. 

Shoulder Pain. 

The symptom of pain in the right shoulder or 

right side of the thorax is regarded alniost as 


| 
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pathognomonic of gas or free fluid in the 
diaphragmatic region of the abdominal cavity and 
therefore in conjunction with other signs may 
indicate the presence of blood under the diaphragm. 
In my series of fifty women it was recorded in 
five, all of sudden onset with free intraperitoneal 
bleeding and in four of these associated with dis- 
tinct signs of free fluid in the abdomen. Shoulder 


pain, when present, is a confirmatory symptom of 
value taken in conjunction with other phenomena 
suggesting pelvic catastrophy. 


Free Fluid in the Abdominal Cavity. 


Shifting dulness upon abdominal percussion 
indicated the presence of free fluid in the abdominal 
cavity of twenty-one women or 42%. In twenty it 
was associated with other severe symptoms of free 


of a subacute type. 

In six women the signs and symptoms of which 
indicated severe intraabdominal loss of blood, the 
presence of free fluid could not be detected by 
abdominal examination. These six were women of 
an obese type and the signs were masked by a thick 
and tense abdominal wall. 


Anzmia and Shock. 

Nothing of diagnostic value could be determined 
from a study of the degree of anemia and of shock. 
The typieal case of abdominal disaster with 
dramatic onset calls for no comment. In the less 
severe cases the anewemia and shock were, of course, 
less evident, but so irregular in degree and incid- 
ence as to give no assistance towards diagnosis. 


Operation Findings. 

The ectopic pregnancy was found in the sta 
tube twenty-five times, in the left tube twenty-three 
times, in both tubes once and in the ovary once. 

Rupture of the tube occurred forty-three times. 
Abortion by extrusion through the fimbriated end 
occurred seven times. 

The sites of the pregnancies were the ampulla 
thirty-nine times, the isthmus eight times, the inter- 
stitial tissue twice and the ovary once. 

One case proved to be a secondary abdominal 
pregnancy that had progressed to seven months 
before urgent signs of hemorrhage necessitated 
operation. 

Two cases 
pregnancies. 

One patient had coexisting uterine and tubal 
pregnancies. 

One patient had ectopic pregnancies of the same 
duration in each tube. 

One patient had a twin pregnancy in the right 
tube. 


were secondary interligamentary 


Mortality. 


All patients were operated upon, aith three 
deaths, a mortality of 6%. 
Mortality rates from other recently reported 


sources are: 
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Bonney 
Pennsylvania Hospital bis 
Johns Hopkins Hospital 
Cooke County Hospital .. 8% 

The deaths were due to: (i) paralytic ileus, to 
relieve which a jejunostomy was performed which 
promised well for several days when the patient 
died suddenly of heart failure; (ii) intestinal 
obstruction due to a kink of bowel caused by 
adhesive pelvic peritonitis; (iii) intestinal obstruc- 
tion due to volvulus of sigmoid associated with 
adhesive pelvic peritonitis. 


4% 
63% 
439% 


Conclusions. 
The diagnosis of ectopic gestation whilst often 


_ easy and almost self-evident in its dramatic picture, 
| is at other times difficult. 
hemorrhage, but in one it accompanied symptoms | 


The only constant signs are abdominal pain and 
slight vaginal loss. If these are present and associ- 
ated with some period of amenorrhea or menstrual 
irrégularity during the active sexual life of the 
patient the diagnosis is practically certain. 

In the absence of actual amenorrhea some 
irregularity of menstruation such as an interval 
of five or six weeks between the two preceding 
periods is suggestive. 

Abdominal tenderness is also very constantly 
present and is of wider distribution than the supra- 
pubie tenderness that sometimes accompanies a 
uterine miscarriage and may be localized to one 
ileo-pelvic region. 

The findings on vaginal examination are incon- 
clusive, but in association with other phenomena a 
peculiar tenderness of uterine body and cervix is 
suggestive. Of course, the detection of a definite 
pelvic mass is a valuable discovery. 

Diagnosis prior to rupture is unusual but not 
impossible. A period of amenorrhea associated 
with pain of intermittent character in the lower 
segment of the abdomen and the detection of a 
tender but free tubal swelling in the pelvis 
occasionally allow of a correct estimate of the 
condition. 


CORNEAL ULCER: SEVERE TYPES.1 


By J. C. Douatas, L.R.C.P. et S. (Edinburgh), D.O. (Oxon.), 


Honorary Ophthalmic Surgeon, Ballarat Hospital, 
Victoria. 


Simp_e corneal ulcer is one of the easiest ailments 
to treat, healing quickly and kindly, with perfect 
recovery of vision. Severe types are in every way 
the opposite, exercising the patience and ingenuity 
of the surgeon to the utmost. They often end in 
great loss of vision or even in the loss of the eyeball 
itself. The purpose of this paper is to indicate the 
various clinical types of severe ulcer that may be 
met with, and to show the general lines of treatment 
suitable to these difficult cases. 


1Read at a meeting of the Ballarat Subdivision of the 
Main Branch of the British Medical Association on August 
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It must be emphasized that there is no routine 
treatment, there are many forms of treatment and 
each ulcer may have to be treated differently. 

All the patients cited have been seen and treated 
by me in the Ballarat district during the past four 
years. 


Virulent Infection of Simple Traumatic Ulcer. 


Mr. A.B., aged twenty years, sustained a very small 
punctured wound of the cornea while working in a bacon 
factory one hour previously. Aqueous oozing occurred 
from the puncture. The wound was carbolized, boric 
irrigation, argyrol and atropine were used. He was ordered 
to hospital. Treatment was given every four hours. Next 
day the eye was somewhat red and foments were used. 
On the third day hypopyon appeared, paracentesis was 
performed, the cautery was applied to the wound, a steri- 
lized milk injection, ten cubic centimetres, was given. On 
the fourth day a large hypopyon was present with great 
chemosis, commencing proptosis of the eyeball. Enuclea- 
tion was advised, but was refused. On the fifth day the 
temperature was 38-8° C. (102° F.). Panophthalmitis with 
extreme proptosis was present and enucleaton was insisted 
upon. The patient’s father felt dissatisfied to allow this 
and took him down to Sir James Barrett who promptly 
enucleated the eye. 


Here was a dramatic case. Although what was 
considered efficient treatment was promptly applied 
and the patient was in hospital within two hours 
of the onset, yet the eye was lost and the patient’s 
life itself in danger within a few days. 


Chronicity of Simple Ulcer. 


Mrs. D., aged thirty-seven years, had a small shallow 
ulcer of the cornea; slight anesthesia and some pain were 
present, but little reaction. Boric irrigation, argyrol, pilo- 
carpine and dark glasses were used. Later the ulcer was 
carbolized twice and pilocarpine was continued. The ulcer 
did not heal completely for three months. 


Chronicity may depend upon the treatment not 
being efficiently applied. 

A child, C., aged five years, had a large shallow ulcer, said 
to have been present for five months. There was Kittle 
redness, but some photophobia. Boric irrigation, argyrol, 
atropine, dark glasses and cod liver oil were used. After 
two weeks no improvement had occurred so she was 
admitted to a ward. Treatment was applied every four 
hours by the nurses. The ulcer healed in two weeks. 


Mr. S., aged sixty-two years, had a simple corneal ulcer, 
moderately septic. He was admitted to a ward, as I was 
going on holiday. Boric irrigation, argyrol and atropine 
were used. This was continued for three weeks until my 
return. The ulcer was still present and the eye red. I 
immediately cauterized it with pure carbolic§ acid. 
Atropine drops were changed to pilocarpine. Zinc ioniza- 
tion was applied every day. Prompt healing occurred in 
four days. 


Perforation Complicating Simple Ulcer. 


Miss D., aged seventeen years, had a foreign body in 
the cornea for seventeen days before admission. Much 
brown scale was still present; the ulcer was deep. It 
was curetted thoroughly and boric irrigation, scopolamine 
drops and foments were ordered. The eye continued pink 
in colour and fourteen days after admission the ulcer 
suddenly perforated into the anterior chamber. The ulcer 
was cauterized with the galvano-cautery, pilocarpine was 
ordered and a pressure bandage was applied to both eyes. 
Steady healing with formation of anterior synechie 
occurred. The patient was in hospital for two months. 


Recurrent Corneal Ulcer. 
- Mrs. L. L., aged thirty-five years, had three superficial 
ulcers of the cornea. Little reaction was present. She had 


a similar attack one month previously and also last year 
in America. The condition was due to focal infection 
from the teeth. Boric acid irrigation, pilocarpine and 
“Stannoxyl” pills were ordered and teeth extraction was 
carried out. The ulcer healed quickly with vision °/,. 


Mrs. W., aged twenty-seven years, had a small central 


' ulcer of the cornea. Some reaction was present. The ulcer 


' zine ionization applied every day. 


healed quickly with boric acid irrigation and argyrol. A 
few days later it recurred suddenly with sharp pain on 
the patient rising from bed. It healed again, but three 
weeks later the patient had a similar attack of corneal 
ulcer in the other eye. It was found that she was nursing 
a very lively and energetic baby a few months old. She 
confessed that she thought the baby had scratched her 
eye when it was clawing her face in play. Gloves applied 
to the baby’s hands brought about a final cure. 


Acute Septic Progressive Ulcer. 


Miss E., aged sixty years, had a septic corneal ulcer of 
two weeks’ duration. Her general health was poor. There 
was no dacryocystitis or blepharitis or hypopyon. The 
ulcer was carbolized with pure carbolic acid, atropine and 
foments were ordered. One week later hypopyon was 
present. The patient was sent to hospital; galvano-cautery, 
paracentesis and pilocarpine were ordered and sterilized 
milk injections were given subcutaneously. The treatment 
was repeated several times without avail. Zinc ionization 
and atropine were tried. “Antiphlogistine’” was ordered. 
After several weeks panophthalmitis developed and 
enucleation had to be performed. 


It should have been done earlier. 


Mr. S., aged fifty years, had a septic corneal ulcer from 
an injury out in the bush. Great chemosis and hypopyon 
were present. The galvano-cautery, paracentesis, injections 
of sterilized milk and antidiphtheritic serum were used. 
Atropine and foments were ordered. Gradual improvement 
occurred with dense scar formation. Shrinking of the 
eyeball ensued, until it became the size of a large pea, 
but it still retained some movement. It proved an excel- 
lent stump for an artificial eye, with no falling in of the 
socket. 


Mrs. B., aged fifty-seven years, had a large septic corneal 
ulcer due to trichiasis. Pure carbolic acid was applied to 
the ulcer, boric irrigation and atropine were used. One 
week later a small hypopyon was present. The galvano- 
cautery, pilocarpine and argyrol were used. A few days 
later perforation of ulcer occurred into the anterior 
chamber. Treatment was changed to atropine drops and 
Foments and boric 
irrigation were used every three hours. Gradual improve- 
ment occurred after six weeks’ treatment. The final result 
was fairly good, with vision °/,,. Vision previously had 
been °/,, on account of the trichiasis. 


Septic Progressive Ulcer with Dacryocystitis. 


Mrs. E., aged fifty-four years, had a small septic ulcer 
of the cornea, due to pricking from a thorn while searching 
for eggs three days before. She had a chronic purulent 
dacryocystitis of many years’ standing. Mzena was pre- 
sent. No hypopyon was present, but the eye was red. Pure 
earbolic acid was applied to the ulcer; atropine and boric 
acid irrigation were used. Operation on the tear sac was 
advised, but refused. The next day hypopyon was present. 
Operation was again refused. The eye became pro- 
gressively worse until the ulcer involved the entire cornea. 
Only then did the patient consent to come into hospital, 
where the tear sac was immediately removed under a 
general anesthetic and the cornea thoroughly cauterized 
with the galvano-cautery. Paracentesis was performed. 
Injections of sterilized milk were given. After some weeks 
panophthalmitis developed and the eye had to be excised. 


Had the tear sac been removed on the day after 
she was first seen, the eye would probably have 
been saved with good vision. It is the first line of 
treatment in these cases, 
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Neuropathic Corneal Ulcer. 


Mrs. MclI., aged twenty-eight years, had a dendritic ulcer 
of the cornea. Much pain, moderate redness and definite 
anesthesia were present. The ulcer formed suddenly after 
influenza and exposure in motoring. Boric acid irrigation, 
atropine, dark glasses and foments were used. Pain sub- 
sided, but redness came and went. After five weeks the 
ulcer was still unhealed and some pain was present. The 
patient was admitted to hospital and the lids were sewn 
together in the centre (central tarsorrhaphy). Both eyes 
were bandaged for ten days. Healing of the ulcer occurred 
three weeks after operation. Argyrol drops only were 
used. The lids were kept sewn for four months, when 
they were separated with a Graefe knife. The eye was 
normal in every respect. Vision was °/,. 


Mr. W., aged sixty years, had five small corneal ulcers 
of the dendritic type. There was little redness, but some 
anesthesia was present. 
carpine and dark glasses were ordered. Donovan’s solution 
was given in doses of 0-6 mil (ten minims) three times 
a day. Pilocarpine was discontinued and atropine ordered. 
Tincture of iodine was applied to the ulcers. This did not 
agree, so zinc ionization was tried twice a week. No 
improvement occurred, so the patient was admitted to 
hospital. Rest in bed, saline irrigation, collosol argentum 
and foments were ordered. One week later central tarsor- 
rhaphy was performed. Easton’s syrup was ordered. The 
eyes were kept bandaged for ten days, when the ulcers 
were found to be healed and did not stain. The lids were 
kept sewn for five months, as the anesthesia was rather 
persistent. On separation complete healing was found 
with vision of °/,. 


Summary of Treatment. 


Details of treatment are to be found in every text 
book on eye diseases. I desire to mention some 
special forms not found in books. Atropine sets the 
eye at rest and is therefore valuable in most cases. 
Eserine or pilocarpine, however, promotes drainage 
and stimulates repair. I have found pilocarpine 
better than atropine in chronic cases of ulcer. 
Sterilized milk is lauded by many, especially in 
hypopyon, but I am sure its value is over-estimated. 


Boric irrigation, argyrol, pilo- | 


I have seldom seen the temperature rise beyond | 
38° C. (100°5° F.) and more often not at all. I 


usually give two injections of ten cubic centimetres 
each, followed by two injections of eight thousand 
units of antidiphtheritic serum. This protein shock 
therapy is of more value in penetrating wounds or 
ulcers as a means of preventing 
ophthalmitis. 

In regard to the cautery, Foster Moore states 
that 90% of corneal ulcers should be treated with 
pure carbolic acid and my experience agrees with 
this. The galvano-cautery from a 4:5 volt dry cell 
battery should be tried next, if no improvement 
follows the carbolizing. Zinc ionization is of value 
in many cases. It may be used instead of or follow- 
ing the cautery. I apply it daily in ulcers which are 
not improving. I use a set made by Watson and Sons 
and a strength of half to one milliampére. I would 
refer those wishing further information on zinc 
ionization to the excellent short article by Dr. 
Temple Smith in THe Mepican JourRNAL oF 
AvstraLia for July 23, 1927. 

Colloidal manganese, in four subcutaneous injec- 


infection seems to be a causative factor. I follow 


up these injections with “Stannoxyl” pills, six a 
day, or may give the pills alone in other cases. 


_ as easily and quickly as the old macroscopical Widal 


test. 


Tarsorrhaphy has proved a most valuable measure 
in my hands, not only in neuropathic ulcers, but 
also in septic ulcers with a bulging cicatrix 
(staphyloma). It may prevent rupture of the 
staphyloma with consequent panophthalmitis. One 
old gentleman has had his lids thus united for the 
past four years and is quite comfortable, seeing 
well with his other eye. 

Lastly, let me emphasize that all patients with 
severe or septic corneal ulcers should be treated in 
hospital and not by outdoor visits to one’s private 
office. 


THE MICROSCOPE SLIDE PRECIPITATION TEST 
FOR SYPHILIS: PRELIMINARY REPORT 
ON ITS USE IN AUSTRALIA. 


By THomMas HaMILton, M.B., Ch.M. (Sydney), ' 
Medical Superintendent, Newcastle 
Hospital. New South 
Wales. 


For some years past pathologists and workers in 
the field of clinical medicine have been searching for 
a test for syphilis which would be as reliable as the 
Wassermann test and yet speedier and much less 
cumbersome to perform. 

Kahn” succeeded in 1925 in evolving a precipita- 
tion test for the serum diagnosis of syphilis and to 
him must be given full credit for pointing out the 
path along which other workers have travelled. The 
Kahn test, however, suffers from the fact that the 
correct reading of the doubtful and slightly positive 
results is difficult unless the observer is a highly 
skilled technician. This is because it is a macro- 
scopical test in which the reading often depends 
on the visual perception of the observer and the 
degree of light and shade falling upon the test tube. 

In The Journal of the American Medical Asso- 
ciation, March, 1926, Kline and Young of 
Cleveland,‘*? United States of America, described a 


_ Inodification of the Kahn test for syphilis which 


as well as at ordinary ones. 


can be carried out on an ordinary microscope slide 


The antigen employed in the test is similar 
to the Kahn antigen, but it has been modified in 
order to facilitate its use on the microscope slide. 
Since his first publication Kline has further 
improved the antigen and has tested it against the 
Wassermann test in over ten thousand cases. The 
full formule for the preparation of the antigen and 
the antigen emulsion are to be found in the Journal 
of Laboratory and Clinical Medicine, March, 1928. 
The advantages of the Kline antigen emulsion over 
the Kahn antigen dilutions are that the former is 
more stable, may be used immediately after prepara- 
tion and is satisfactory at low room temperatures, 
It is also claimed 


_ that the emulsion is more uniform in quality and 


tions of one cubic centimetre, is good when focal quantity than the Kahn antigen dilutions and also 


_ that it is more sensitive and no less specific. 


The test briefly consists of mixing a drop of the 


, antigen emulsion with the serum of the patient 
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(previously inactivated at 56° C.) inside a parafiin 


ring on a microscope slide. 

During a recent visit made by me to America, 
Dr. Kline very kindly agreed to forward to Aus- 
tralia a supply of his antigen. This has been used 
in testing the sera of 246 cases of suspected syphilis 
by the slide precipitation method at the Newcastle 
Hospital during the past three months and the 
results have been carefully compared with the 
clinical signs shown by the patients and also with 
their reactions to the Wassermann test. The find- 
ings are set out in the accompanying table. 


OF MICROSCOPICAL SLIDE PRECIPITATION TESTS 


AND WASSERMANN TESTS. 


COMPARISON 


Slide Test (“Very Sensitive’ Antigen Emulsion) 
and Wassermann Test. 


| Relative 


Agreement. Agreement. | Disagreement. 


6 


| 
| 


246 238 | 


These results demonstrate that in 97-36% of the 
cases the Kline test was in full agreement with the 
Wassermann test. 

The two cases in which there was a relative agree- 
ment were: 

1. A patient suffered from mental deterioration 
following a head injury. His blood serum gave a 
weak positive reaction (-+--) to the Wassermann 
test and a slightly stronger reaction to the Kline 
test (++ -). Subsequently the cerebro-spinal 
fluid was examined and no reaction obtained by the 
Wassermann test. 

2. A patient had symptoms suggesting general 
paralysis of the insane. The response to the 
Wassermann test in the blood and cerebro-spinal 
fluid was strongly positive (+++). The Kline 
test only gave a weak positive (+--—-). 

In only six cases, 2°84%, was there a disagree- 
ment between the slide precipitation and the 
Wassermann test. 

These disagreements are interesting and seem to 
indicate the Kline as a more delicate test than 
the Wassermann. Thus, of the six patients, three 
had previously given Wassermann reactions, then 
had had a course of treatment and, when again 
tested, failed to yield a reaction. 

In each of the three cases the result of the Kline 
test was positive, being + -- in two instances with 
two years’ treatment to their patients’ credit and 
+++ in the case of the third patient who had had 
six months’ intensive treatment. 

The remaining three patients were as follows: 

1. A patient with ulcers on both shins for five 
years, failing to react to the Wassermann test and 
giving a weakly positive response to the Kline test 
(+--). 

2. A patient with aortic regurgitation. Here the 
result of the Wassermann test was weakly positive 
(+--) and the Kline test yielded no reaction. 


3. A patient with a history of syphilitic infection 
twenty-three years previously; now giving no re- 
action to the Wassermann test and a weak positive 
response (-++ --) to the Kline test. 

From these findings it would appear that the 
Kline test is a simple, speedy and reliable method 
of diagnosis in cases of suspected syphilis. Its 
advantages are (i) simplicity of technique, (ii) 
small amount of serum required, (iii) rapidity with 
which results are obtained, (iv) it is easily and 
accurately read by the low power lens of the 
microscope. 

Of its specificity there seems little doubt and the 
fact that known syphilitic patients whose condition 
has been diagnosed clinically and according to the 
Wassermann test and who have subsequently not 
reacted to the Wassermann test after a course of 
treatment, continue to react to the Kline test, 
seems to indicate that failure to react to the Kline 
test is a more delicate criterion of freedom from 
syphilis than failure to react to the Wassermann 
test. 

Other workers, notably Johnson in a_ series 
of one thousand five hundred tests, have thoroughly 
investigated the microscope slide precipitation test 
and reached similar conclusions. Johnson’s main 
conclusions are that it is simpler to perform than 
the Kahn tube test, is slightly more sensitive than 
either the Kahn or Wassermann tests and appears 
to be as specific. 

The Wassermann test is still regarded as the 
medico-legal test for syphilis par excellence and as 
such will be rather difficult to supplant by any 
new test, no matter how good. 

On our own findings, although 246 cases cannot 
be said to comprise a large series, we can definitely 
say that the microscope slide precipitation test has 
all the advantages which Kline claims for it, and 
furthermore the Kline antigen, when made up in 
the very sensitive emulsion, is even more delicate 
than that used in the Wassermann test. 

As far as we know, the Kline antigen has not 
yet been made up in Australia. It keeps indefinitely 
when sealed in glass capsules. The formula is avail- 
able and when its advantages are fully realized 
by laboratory workers, we have no hesitation in 
prophesying that the Wassermann test will be 
gradually discarded on account of its cumbersome 
technique. 

It is hoped subsequently to demonstrate a much 
larger and more conclusive series and also to test 
the Kline antigen with cerebro-spinal fluids. 

One interesting feature, shown by Kline in his 
own large series, is that in cases of very early 
clinical syphilis; for example, Hunterian chancre, 
a reaction is given to the slide precipitation test 
while the Wassermann test fails to yield a reaction. 


+ 
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SOME UNUSUAL FORMS OF STRANGULATED 
HERNIA. 


By Eric M. FisHer, M.B., Ch.M., 


Honorary Assistant Surgeon, Royal Prince Alfred 
Hospital, Sydney. 


THE great majority of strangulated inguinal and 
femoral hernie follows the classical text book 
description of strangulation, that is, the contents 
of the hernial sac are found more or less tightly 
constricted at the neck. The neck of the sac of 
most hernie shows at operation a definite fibrous 
thickening in the form of a ring and it is this 
thickened ring as much as the surrounding tissue, 
muscular, tendonous or ligamentous, which is 
responsible for strangulation. This is shown at 
operation when it is often found impossible to 
reduce the hernia, although the tissues surrounding 
the neck, for example Gimbernat’s ligament, have 
been freely divided, until the neck of the sac itself 
has been cut. In long standing hernie the neck 
becomes much wider and for this reason strangula- 
tion is stated to be more common in recent herniz. 
I am sure this is not true, at any rate as regards 
inguinal herniz. 

Of course without knowing it a patient may have 
a hernia which may become strangulated and 
this should always be borne in mind in all cases of 
unexplained abdominal pain. I have seen one such 
case in an elderly woman who had a strangulated 
Richter’s femoral hernia which was so small that 
it could not be felt externally. 

The mechanism of strangulation seems to be that 
the sac habitually accommodates the same amount 
of content, bowel, omentum or both and in large 
herniz possibly the same coil of bowel or piece of 
omentum. During some effort either more of the 
“normal” content or some new content such as a 
second coil of bowel is forced into the sac and over- 
distends it and is unable to return to the abdomen 
and this return becomes more difficult as changes 
due to venous stasis take place in the bowel or 
omentum. Omentum seems to withstand pressure 
better than the bowel and it is common to find a 
damaged piece of intestine and an almost normal 
piece of omentum in the same sac. 


Large Herniz. 


In old standing inguinal hernie of large size 
the mechanism seems to be the same. The history 


usually is that the hernia, present for years, sud- 
denly became bigger, painful and irreducible. At 
operation two coils of bowel are often found and in 
inguinal hernie the strangulation is caused either 
by the neck, by the tight pillars of the external 
ring or lower down by a fibrous constriction at the 
neck of the scrotum (Figure I). 


External Ring 


Neck of Scrotum 


Figure I. 


Showing places at which strangulation occurs in a 
large hernia. 


Mr. I.T. had a large right inguinal hernia for fourteen 
years, swollen and painful for fourteen hours. Operation 
— one long coil of bowel strangulated by the external 
ring. 

Mr. H.T.T. had a huge right inguinal hernia as large as 
a football which had taken up the skin of the penis like 
an elephantiasis of the scrotum. It contained two loops 
of small intestine and was strangulated by the external 
ring. 

Mrs. E.R. had an umbilical hernia for twenty years 
which had been operated on twice, four years ago and 
three years ago and recurred six months after the last 
operation. It had been irreducible for a year or more 
and became larger and painful twenty-four hours ago. 
Operation showed two coils of small intestine lying between 
the skin and the muscles. The larger, about 1:8 metres 
(six feet) long, was adherent at the neck which was 
about 2:5 centimetres (one inch) in diameter, and was 
obviously the “normal” content. The second, about thirty 
centimetres (twelve inches) long, determined the onset of 
strangulation. 


Sliding Herniz. 

Sliding herniz all have a widely open neck and 
the attached caecum or sigmoid does not usually 
reach as far as the external ring. Strangulation is 
due to the part above the attachment doubling down 
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or to a fresh coil of small intestine entering the sac. 
The external ring is usually the obstructing agent 
(Figure IT). 

Mr. J.P. had a left inguinal hernia for fourteen years 
which got bigger and painful three days ago. He had a 
very large mass which was a sliding hernia of the sigmoid 
colon strangulated by the external ring in a congenital sac; 
the lower end of the sac was tightly distended with fluid, 
that is a congenital hydrocele. 


Fieure II. 
Sliding Hernia. This figure shows the attachment 
of the colon and reflection of the peritoneum. This 
illustration is intended to demonstrate the succes- 
sive positions of the colon as it doubles past the 
fixed position. 


Mr. B.H. had a large left inguinal hernia for ten years, 
obstructed for twenty-four hours. It was a sliding hernia 
of the sigmoid which was the seat of diverticulitis and 
was strangulated at the neck. There were many diverticula 
like beads along it and more could, be felt inside the 
abdomen along the descending colon. One large mass, as 
big as an egg and quite smooth, was adherent in the 
inguinal canal. 


Richter’s Hernia. 


The partial enterocele of Richter or lateral hernia 
in which only portion of the circumference of the 
bowel is strangulated, may occur in any type of 
hernia, but is most common in femoral hernie. It 
is a serious form of obstruction, as the symptoms 
may be incomplete, causing delay in operating, or 
it may be overlooked altogether if small (Figure 
IIT). 


Mr. R.S. had a small femoral hernia which had been 
present for three months with acute pain and vomiting 
for three days. He was very ill and had only a small 
tender mass in the groin. Operation showed a Richter’s 
hernia of the small intestine with the strangulated knuckle 
gangrenous, necessitating resection. 


Mrs. C.H. had a left inguinal hernia which had been 
present for twenty-seven years and which became painful 
twenty-four hours ago. She had a partly reducible labial 
hernia. Operation revealed small intestine filling the sac. 
Just outside the external ring a small pouch ran under 
the round ligament and portion of the wall of the intes- 
tine had been strangulated in it. It was badly damaged 
and after much hesitation it was replaced in the abdomen. 
The sequel was interesting. She left hospital quite well, 
but returned in six months with all the symptoms and 
signs of chronic obstruction, colic, vomiting and ladder 
pattern and visible peristalsis. Operation revealed a 
cicatricial stricture where the bowel had been damaged, 
requiring resection. 
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Ficure Iii. 
Showing Richter’s Hernia. 


Strangulation by a Band. 

In large hernie with adherent omentum some- 
times a band may be formed which will strangulate 
the bowel in the same way as similar bands do 
inside the abdomen. 


Mr. W.H.E. had a right inguinal hernia for thirty years. 
Twenty-four hours ago it became painful and irreducible. 
Operation revealed a sliding hernia of the caecum. The 
appendix had followed the caecum and its mesentery had 
opened out so that it lay transversely round the sac in 
its wall. There was a quantity of adherent omentum in 
the sac and part of this close to the neck formed a band 
which had strangulated a knuckle of small intestine. 


Properitoneal Hernia. 

In properitoneal hernia there are usually two sacs, 
the first occupying the pgsition of an ordinary 
inguinal hernia in the canal and scrotum, the second 
situated between the transversalis fascia and the 
peritoneum, that is properitoneal. The two sacs 
may be continuous and in the form of an hour- 
glass with the narrow part at the internal ring or 
the properitoneal sac may lie with its mouth close 
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Ficure IV. 
Showing Properitoneal Hernia. 


to the internal ring and its cavity running medially 
behind the inguinal canal, downwards into the 
pelvis or laterally. 

Mr. H.S. had a right inguinal hernia for twenty-five years 
which had become obstructed seven hours ago. At opera- 
tion the sac was laid widely open and the small intestine 
freed from the scrotal portion of the sac without difficulty; 


it was damaged, but quite viable. More bowel was drawn 
down through the internal ring for inspection without 
difficulty, but it was found impossible to reduce it. The 
exploring finger found itself in a cavity the size of a fist 
and a mid-line subumbilical incision revealed small bowel 
disappearing through a small hole alongside the fundus 
of the bladder. The edge of the opening was cut lightly 
and bowel was then returned to the abdomen. It had 
been strangulated by the neck of a properitoneal sac in 
whose medial wall lay the fundus of the bladder almost 
completely surrounded by peritoneum (Figure IV). 


Lejars™ discussing these hernie says: 


The condition is not quite an ordinary classical strangu- 
lated inguinal hernia; there is something unusual and 
inexplicable about it and the uncertainty is an additional 
reason for operating at once without preliminary taxis. 

When the intraabdominal sac is found he advises 


laparotomy. 


Blind attempts to incise an intraabdominal constriction 
with the finger as the sole guide are dangerous and 
irrational. 


Retrograde Strangulation or Maydl’s Hernia. 

In retrograde strangulation the hernia and sac 
are of the ordinary type and the strangulation is 
at the neck, but the strangulated loop is in the 
abdomen. Usually two loops of bowel lie in the sac 


and the intervening portion in the abdomen, the 
whole having a shape like a W (Figure V). The 
contents of the sac usually, but not always, escape 
with comparatively slight damage, but the intra- 
abdominal portion is badly damaged and often gan- 
grenous, probably because it may be twisted on its 
long axis or the vessels may be acutely angulated. 
Most cases occur in inguinal herniew, but Spencer 
Mort’) described one in an umbilical hernia. 
George Bell) reported a case in an inguinal hernia 
in which the intraabdominal loop was gangrenous 
and required resection. 


FIGURE V. 
Showing Maydl’s Hernia. 


Mr. J.P. had a left inguinal hernia for eleven years 
which had been obstructed for seven hours. He was very 
ill and operation revealed two coils of small intestine 
in the sac only slightly affected which did not seem enough 
to account for his condition. On pulling down the intestine 
a loop about twenty-five centimetres (ten inches) long, 
connecting the two loops in the sac, was found to be 
severely damaged, but did not require resection. 


Reduction en Masse. 


Reduction en masse is an accident which is not 
rare; it follows efforts to reduce the hernia by taxis. 
The hernia as a whole is reduced through the 
internal ring, but the relations of the neck of the 
sac and the strangulated contents are unchanged 
and the intestinal obstruction is unrelieved (Figure 
VI). Maclaurin™) reported a case which followed 
gentle taxis by a careful man. 

Mr. J.B.T. had a right inguinal hernia for thirty years. 
He had worn a truss for some years and his hernia had 
become smaller. On November 12, 1927, he first got. 
symptoms of obstruction in his office. That day he had 
left off his truss. The hernia had been present. He went 
home and put on his truss and went back to work. When 
seen the following day he had obvious intestinal obstruc- 
tion and no hernia present although pressure on the canal 
was painful. 
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FicurE VI. 
Showing Reduction en masse. 


Laparotomy revealed a_ strangulated properitoneal 
hernia. When the neck of the sac was divided and the 
bowel reduced, the finger could feel a properitoneal sac 
leading for a short distance into the inguinal canal. 

The sequence of events seems to be that the hernia 
became strangulated and reduction en masse followed 
the application of the truss. 
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VINCA TREATMENT OF DIABETES. 


By L. J. Jarvis Nye, M.B., Ch.M., 
Honorary Relieving Physician to Out-Patients, Brisbane 
General Hospital. 
AND 


E. Firzceravp, B.Sc., 
Biochemist, Brisbane General Hospital. 


THE use Of vinca in diabetes has been in vogue for 
some years. The first reference we can find is in the 
Queensland Agricultural Journal of October 1, 1927, 
in which the vinea treatment of diabetes is 


described. Twenty-seven leaves of the plant are 
boiled with three and a half cups of water and one 
cup of this infusion is taken after each meal. 


In the same journal vinea is described by C. T. 
White (Queensland Government Botanist) as a 
perennial plant one to two feet high; it is a native 
of the West Indies and is now naturalized in most 
of the warmer parts of the world. It grows plenti- 
fully in the coastal districts of Queensland from 
Moreton Bay to Thursday Island. The species of 
the genus Vinca are commonly known as periwinkle. 
It belongs to the natural order Apocynacew. The 
flowers are sometimes pink, Vinca rosea, and some- 
times white, Vinca alba. 

It appears that this plant was first used as a 
remedy for diabetes in Africa and in Queensland 
today a great number of persons are taking it daily 
in the belief that they are benefited by its use. 


Cowley and Bennett,“ of the College of 
Pharmacy of Queensland, have interested them- 
selves keenly in the investigation of this plant and 
they have succeeded in isolating three alkaloids 
from the Vinca rosea. They have also prepared a 
tineture with which most of our experiments have 
been made. The interest shown by these two 


workers together with the convincing statements 
made by patients who have been using it, induced 
us to give the drug an exhaustive clinical trial. 


The only reference we can find to experimental 
work on vinea is by Epstein®) who experimented 
with rabbits. His results indicate that the prepara- 
tion produces no effect on the normal or fasting 
sugar content of the blood of rabbits nor does it 
affect the “blood sugar curve of experimental 
adrenalin hyperglycemia.” 


We have carried out tests on five patients with 
all of whom results of treatment were uniformly 
unsatisfactory. 


Case I. A female, etatis forty-seven years, was referred 
to the hospital on account of glycosuria with ketosis. She 
had all the stigmata of diabetes mellitus, including loss of 
weight, polydypsia, polyphagia and severe pruritis. She 
expressed her willingness to try vinca treatment. After 
having been rendered sugar free by starvation, she was 
placed on a balanced diet of 1,870 calories composed of 
forty-six grammes of protein, sixty-five grammes of carbo- 
hydrate and one hundred and fifty-three grammes of fat. 


The investigation was carried out by giving three and 
a half cubic centimetres of tincture of vinca three times 
a day for one week and withholding it on the following 
week. A glucose tolerance test was performed at the end 
of each week and the fasting blood sugar, maximum rise 
and the reading at the expiration of two hours after the 
administration of fifty grammes of glucose were plotted. 


The vinca treatment had no appreciable effect on the 
fasting blood sugar nor did it diminish the rise of the 
curve after glucose. 


CasE II. A female, etatis sixty-one years, had a con- 
dition similar to that of the patient of Case I. 


Case III. A female, etatis thirty-one years, with glyco- 
suria and ketosis with a fasting blood sugar of 0-22 was 
placed on three and a half cubic centimetres of tincture 
of vinca three times a day and was starved. On the third 
day sugar disappeared from the urine; she was then put 
on a gradually increased yation. On the fifth day, when 
taking only 1,083 calories, sugar again appeared and 
persisted in spite of the constant administration of vinca. 
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Case IV. A female, atatis nineteen years, had been 
suffering from diabetes mellitus for six years and had been 
taking thirty units of “Insulin” daily. “Insulin” was 
withheld in the morning and tincture of vinca given, while 
the urine was carefully watched. Two hours later traces 
of sugar and acetone appeared which increased to an 
alarming degree by nightfall. It was necessary to return 
to “Insulin.” 

Case V. A female, «tatis thirty-eight years, had been 
suffering from a skin lesion and was referred to the 
hospital on account of glycosuria. On blood sugar estima- 
tion being carried out it was found that she was suffering 
from renal glycosuria. The administration of vinca caused 
no beneficial effect on the glycosuria. 


From the results of our observations we feel safe 
in stating that vinca produces no appreciable effect 
on the sugar content of the blood or urine in 
patients with diabetes. The beneficial effect felt 
by patients who are so confident of its results, is 
possibly due to the fact that the preparation has 
a weak digitalis-like action in common with other 
members of the Apocynacee. 
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TWO PROGNOSTIC TESTS IN TUBERCULOSIS. 


By H. G. Anperson, M.B., M.R.C.P. (London), 
Faculty of Medicine, West China Union University; 
Temporary University Tutor in Clinical Pathology, 
Adelaide University: Pathological Registrar 
Adelaide Hospital. 


AN early return to China prevents the writer from 
indicating the clinical value of the reactions 
described by a more adequate number of tests. It 
is hoped that this will soon be made good, however, 
by others in a position to apply these tests to 
patients under their charge, so making available a 
series from which more detailed inferences can be 
drawn. 

In the findings outlined patients only have been 
classed as tuberculous or non-tuberculous in whom 
the clinical or laboratory evidence pointed with the 
utmost probability to the diagnosis. Naturally a 
class remains which can be described only as 
“doubtful” and amongst these there were doubtless 
some in whom the prominent disease state may have 
lighted up a mild tuberculous infection not easily 


diagnosed. 
Technique. 


Tricresol Test of Montank ( Modified.) 

Stand five cubic centimetres of the suspected 
blood in a test tube for twenty-four hours, slanted 
so as to get a better separation of serum. Centri- 
fuge if necessary to get a clear serum. Laked serum 
is useless for the test. Place one cubic centimetre of 
the serum in a narrow test tube and layer carefully 
on to its surface an equal volume of a 0-2% solution 
of tricresol in normal saline solution. Incubate at 
37:°5° C. for two hours. By transmitted light and 
against a suitable background observe for the pre- 
sence of a narrow white ring at the surface of 
separation. If the faintest of rings is seen, allow 
it to stand for a further twenty-four hours and 


| 


| 


observe for an expansion of the ring. In- certain 
cases the ring may not only widen, but also rise to 
the surface of the tricresol. A ring which expands 
to only twice its previous width constitutes a doubt- 
ful reaction. One which increases in width four 
times or more is considered positive and graded +, 
++, ++ and so on. 
Urochromogen Test of Weisz. 

Pipette one cubic centimetre of filtered and 
freshly-passed urine into each of two strictly equal- 
sized test tubes. To each add two cubic centimetres 
of distilled water. Keep one tube as colour-control 
and to the other add two drops of a 1% aqueous 
solution cf potassium permanganate. No change 
or only doubtful increase in yellow tinging does not 
constitute a reaction. A decided increase is graded 
according to its intensity as with the tricresol test. 


RESULTS OF THE TESTS. 
| | 


Number of Tests. 


| 


Type of Case. Reaction. 
| Tricresol. Urochromogen. 

Chronic or early tuberculosis | None 0 10 
| Doubtful 1 0 

+ 7 7 

++ 9 1 

Active tuberculosis | + 2 7 
| + 10 9 

++++ 7 0 

Hyperactive tuberculosis.. | Doubtful | 3 () 
+ j 3 0 

++ | 1 0 

| 0 4 

++++ 0 $ 

Doubtful tuberculosis None | 2 2 
Doubtful 4 0 

+ 5 1 

++ ' 3 3 

Non-tuberculous .. None 11 30 
Doubtful | 3 0 

+ 1 6 

+++ 1 4 

++++ 0 1 


_it is felt that at the present stage of the inves- 
tigation a more detailed subdivision of clinical 
types is not warranted. Likewise the expression of 
such a small series of findings in percentages seems 
unnecessary. Material from non-tuberculous con- 
trols is obviously more easy to obtain for the 
urochromogen test and this accounts for the more 
adequate numbers of controls on which this test was 


done. 
Commentary. 


Tricresol Test. 

In one of the patients in an early stage there 
was no reaction to the intra-cutaneous tuberculin 
test, though the sputum contained tubercle bacilli 
and the tricresol test yielded a ++ reaction; it is 
suggested that this may be one of those rare cases 
of bovine tuberculous infection not reacting to 
human tuberculin. Of the hyperactive patients giv- 
ing only a doubtful reaction one was suffering from 
tuberculous meningitis in which as is well known 
there is often no response to the von Pirquet tests. 
Six of the patients with doubtful tuberculosis were 
clinically suspect by visiting ophthalmologists on 
account of eye lesions; two of these gave doubtful 
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reactions and the other four + reactions. Of the 
non-tuberculous one patient with Brill’s disease 
gave a ++ response and one with purpura hemor- 
rhagica a + response. : 

Another patient with Brill’s disease failed to 
yielded a reaction; his urine gave a +++ uro- 
chromogen reaction; there was also no response 1n 
the case of three patients whose serum yielded a 
Wassermann reaction and of two patients with 
enteric fever. 


In glandular and joint tuberculosis the result of | 
the test seemed to correspond fairly closely with the | 
_mal pigment of the urine, considered to be not a 


clinical condition of the patient. While no claim for 


infallibility, therefore, can be made for the test, a | 
positive reaction is obviously of diagnostic value in | 
_ ogen reaction is not given by urobilin, though it is 


active adult tuberculosis in which the response to 


the various tuberculin tests can hardly be said to | 
_ is often strongly positive in active tuberculosis. That 
_ it should be given in some acute surgical infections 
_ and also where there has been gross damage to the 


be so and in which no bacilli are found in the 
sputum after repeated examination. No reaction 
or a doubtful response seems also to be of prognostic 
value in cases in which the diagnosis is already 
certain. 

The disadvantage of the test is that it is difficult 
to carry out in the absence of laboratory facilities, 
such as incubator and centrifuge. 


Urochromogen Test. 

The urochromogen test was performed only dur- 
ing the last month of the nine-month period dur- 
which the tricresol tests were made, but in twenty- 
four instances in which the two tests were performed 
in parallel, the results were quite consistent within 
the limits described in the discussion of the two 
tests. 

Of the non-tuberculous patients the one giving a 
+++ reaction was suffering from Brill’s disease and 
no reaction to the tricresol test had been obtained. 
Those giving ++ reaction were all suffering from 
acutely febrile pyogenic surgical infections, and 
five of those giving + reactions were males with 
uro-genital conditions in which there had been 
troublesome dysuria. All the patients with doubt- 
ful clinical signs were chronically ill and the three 
who yielded reactions, were strongly suspected of 
active tuberculosis. 

Unlike the tuberculin or tricresol reactions the 
urinary change seems to increase in intensity the 
more hyperactive the tuberculous process. Granted, 
therefore, a certain diagnosis of tuberculosis on 
other grounds, the test provides a useful prognostic 
indication based on the gravity of the tuberculous 
reaction which it records. In chronic or early in- 
fections it would seem a less delicate measure than 
the tricresol test. 


Discussion. 

A fair estimate of the clinical value of these two 
tests can be made on the data provided above, but 
at the same time it should be stated that other 
investigators using a slightly different  tech- 
nique obtained doubtful or even positive reactions 
with the blood of some patients with lobar pneu- 
monia and chronic bronchitis and occasional con- 
flicting results in several other diseases when 
the tricresol test was applied. In _ the 


peculiarity 
tuberculosis. 


vast | 


majority of these instances, however, their 
results were founded merely on the presence 
of a ring at the end of two hours incubation and no 
second reading at the end of a further twenty-four 
hours was made. The ring itself is probably due to 
the interaction of lipoids contained in the serum and 
tricresol, but more recent work points to the prob- 
ability that the secondary expansion of the ring is 

in the lipoidemia arising in 
That a_ lipoidemia occurs in other 
disease than tuberculosis has frequently been noted. 
Urochromogen, the precurser of urochrome, the nor- 


bile pigment derivative, but rather a sulphur-con- 
taining product of protein origin. The urochrom- 


an interesting fact that Ehrlich’s diazo reaction 


urinary tract points to the possible conclusion that 
damage to the kidneys interferes with their power 
of oxidizing the urochromogen they excrete into the 
urochrome normally found in the urine. However, 
in view of the fact that the urine of actively tuber- 


_culous patients is often highly pigmented, it is 


possible that the actual amount of urochromogen 
or its precurser which reaches the kidneys is also 
increased or that as in febrile urine the urochrome 
and the minute quantities of urochromogen 
normally present are considerably concentrated. 


Summary. 

Two prognostic tests for tuberculosis are de- 
scribed which appear to be a useful addition to the 
usual clinical and laboratory methods of investiga- 
tion. Their possible diagnostic and prognostic value 
is outlined. A plea is made that the results up to 
date justify a more widespread investigation. 
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Reports of Cases, 


A TWIN ECTOPIC PREGNANCY. 


By J. B. Dawson, M.D., F.R.C.S., 
Honorary Assistant Gynecologist, Adelaide Hospital. 


A WOMAN, aged twenty-nine years, who had had three 
children, was admitted to the Adelaide Hospital on June 
1, 1928. She had menstruated regularly from April 9 
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to 14, but the period due on May 7 had been absent. She 
considered herself pregnant and remained well until May 
21, when she experienced a severe pain in the lower part 
of the abdomen and some vaginal bleeding. 

On admission her condition was satisfactory, the tem- 
perature and pulse being normal. There was some ill- 
defined pain over the lower part of the abdomen with 
slight tenderness and rigidity; the tenderness was slightly 
more pronounced in the right iliac region. She also com- 
plained of pain in the right shoulder which suggested the 
presence of an ectopic gestation. In the absence of any 
conclusive signs the condition was regarded as a threatened 
abortion of an intrauterine pregnancy. 

With rest in bed the pain and bleeding became less 
pronounced, until June 9, when at noon she was seized 
with a severe and sudden abdominal pain. There was 
now definite rigidity over the lower part of the abdomen, 
more noticeable in the right iliac area. There was a small 
area of dulness on percussion in the right ileo-pelvic 
region, but no free fluid could be detected in the abdomen. 
She was pale, distressed and slightly shocked, her pulse 
being 108 and small and her temperature 36:6° C. (98° F.). 
It was apparent that she was losing blood and had prob- 
ably ruptured an ectopic pregnancy of her right tube. There 
was some increase of the vaginal loss, but nothing definite 
could be determined by vaginal or rectal examination. 

The abdomen was explored; some free blood was found 
in the abdominal cavity and a fragile gestation sac dis- 
covered in the right tubo-ovarian region. The sac lay 
posterior to the broad ligament, above the ovary and was 
overlapped by the fimbriated end of the tube. It suffered 
damage in removal and its exact dimensions could not be 
ascertained, but it was clear that the twin pregnancy was 
of an uniovular variety. 

The specimen consisted of badly torn chorionic and 
placental tissue, fine delicate amnions and two feetuses. 
The last were sent to the Anatomical Department of the 
University for examination. The subsequent history of 
the patient was uneventful. 

Conception probably occurred eleven or twelve days after 
April 9, the first day of her last period and progressed 
without incident for thirty-nine days until May 30. On this 
date there undoubtedly occurred a primary rupture of the 
tube without disturbance of the placente, thus allowing 
the gestation to continue as a secondary pelvic pregnancy. 
The absence of any severe internal hemorrhage on this 
date was due to the adhesion of the young villi to their 
points of attachment. Ten days later, however, secondary 
rupture occurred with the urgent phenomena which 
necessitated the operative interference. 


Comment. 


The macroscopical appearance of the fetuses suggests 
that they are of the same age and probably homologous 
twins, the product of one ovum (see accompanying figure). 


Figure showing twins described by Dr. J. B, 
Dawson. The length from crown to rump is 
twenty-two millimetres. 


The occurrence of twin tubal pregnancy is exceedingly 
rare, although it is impossible to arrive at any definite 
statement of incidence. Some of the early writers on the 


subject, notably Parry, regarded it as not unusual, stating 
that multiple pregnancy was relatively commoner in tubal 
than in uterine gestation. There is no warrant for this 
statement and they undoubtedly confused with true twin 
tubal pregnancy such conditions as concurrent tubal and 
uterine pregnancies and uterine subsequent to tubal 
gestation. 


In a communication to the Obstetrical and Gynecological 
Society of Vienna in April, 1904, Schauta reported a case 
of two moles found in one gravid tube and stated that he had 
found records of nineteen cases of twin tubal pregnancy. 
In 1906 McCann reported a case in The Journal of Obstet- 
rics and Gynecology of the British Empire. In 1910 Pool 
and Robins collected twenty-nine authentic cases and since 
that date I have been able to find records of some six 
more. Investigation of many cases points to the fact 
that twins developed from one ovum are relatively much 
commoner in tubal pregnancies than in uterine. This, of 
course, refers to twin pregnancy occurring in one tube and 
not to gestations concurrent in the two. 

In 1921 in the American Journal of Anatomy Stockard 
published an important paper dealing with “Developmental 
Rate and Structural Expression.” He convincingly demon- 
strated that the initial cause of abnormalities, including 
twins, was due to developmental inhibition or arrest, the 
exact type of resulting deformity depending on the moment 
when the inhibition occurred. The application of this 
generalization to twinning is as follows: There are many 
points in the periphery of the blastoderm where an embryo- 
onic axis may originate. Normally in single development 
one such point rapidly becomes dominant and suppresses all 
other potential axes. If, however, at the critical moment 
development is slowed or arrested, this dominance is lost 
and adjoining points, freed from restraint, may develope 
into additional embryonic axes. If these points are 
discrete, twins will result, but if they are closer neigh- 
bours, then varying degrees of conjoint twins may develope. 
The critical moment for twinning is at the onset of the 
gastrula stage which in humans coincides with the appear- 
ance of the primitive streak. It is interesting to note that 
inhibition at other critical moments of development results 
in various forms of non-hereditary deformity. 

This fundamental conception that monozygotic twins are 
due to properly timed developmental arrest, suggests that 
the occurrence of a large number of uniovular twins in 
tubal pregnancies is due to the imperfect and tardy estab- 
lishment of nutrition and oxidation for the zygote which 
in its ectopic environment is unable speedily and efficiently 
to implant itself upon the foreign nidus of the tubal 
mucosa. 

To carry the idea one step further it is possible that 
the occurrence of a uterine pregnancy of homologous twins 
may be due to delay in the tube long enough to cause a 
critical arrest of development, but too short to allow of 
implantation. 


Reviews. 


A MONOGRAPH ON STERILITY IN WOMEN. 


In spite of the general use of contraceptives and the 
restriction of families, there are many marriages that are 
marred because ardently desired conception does not occur. 
Sidney Forsdike in his book, “Sterility in Women: Diag- 
nosis and Treatment,” has summarized the existing position 
of this subject in a satisfactory manner.’ 

The discussion of causation is adequate, concise and well 
arranged. Forsdike makes the definite and surprising state- 
ment that in 25% of cases the absence of conception is 
due to defect of the male-partner. As a corollary he very 
naturally emphasizes the necessity of careful examination 
of the husband prior to any extensive or disturbing investi- 


1“Sterility in Women: Diagnosis and Treatment,” by 
Sidney Forsdike, M.D., B.S. (London), F.R.C.S. (England and 
Edinburgh); 1928. London: ; . Lewis and Company, 
an Demy 8vo., pp. 141, with illustrations. Price: 9s, 
net. 
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gation of the wife. The author has very little, perhaps 
too little, to say about contraceptives, but expresses the 
opinion that their prolonged use does not necessarily result 
in permanent sterility, except in so far as any regular use 
of irritant douches may cause vaginal changes inimical to 
the spermatozoa. 

The chapters dealing with investigation and case records 
.7e a very satisfactory survey of present views. Forsdike 
was a pioneer of the methods of inflation and injection 
of the Fallopian tubes, being among the first to utilize 
“Lipiodol” for the latter purpose. The description of his 
technique is simple, but sufficient, the dangers and contra- 
indications being pointed out and the deductions to be 
made clearly laid down. The use of “Lipiodol” injections 
and subsequent radiography, which is one of the few recent 
definite advances in gynecology, is discussed from both 
diagnostic and therapeutic points of view. The therapeutic 
value is of particular interest, for cases quoted seem to 
indicate that the iodine exercises a beneficial action upon 
tubes of doubtful patency, so that pregnancy has followed 
injection in women who were not benefited by previous 
inflation. 

The radiograms of “Lipiodol’-filled uteri, conveniently 
called hysterograms, which are excellently reproduced as 
plates add very greatly to the value of the book. 

The volume is free from controversial matter, but the 
statement that “menstruation and ovulation occur about 
the same time” is contrary to recent views that ovulation 
is an intermenstrual event. This view is now generally 
accepted by gynecologists and embryologists and is the 
only reasonable deduction from the mass of evidence both 
experimental and clinical. There is, too, in Chapter VIII 
dealing with inflation of the tubes, a loose use of the words 
“gas” and “air,” perhaps 2 small matter, but unnecessary 
and confusing. 

This monograph can be recommended as a short but 
very informative statement of modern views upon sterility 
and its treatment. 


THE PSYCHOLOGY OF LAUGHTER. 


give an adequate explanation of laughter and all have 
failed. The failure of the psychologists seems to be the 
result of a relentless endeavour to trace the components 
of a somewhat complicated series of muscular contractions 
to various psychic responses induced by different external 
stimuli. They land themselves into further difficulties by 
postulating extravagant imagined releases and subconscious 
processes which they connect with the impulse of laughter. 
The philosophers seems to explore rather too deeply into 
the intellectual processes and in this way they encounter 
complications because we may laugh at nothing. Dr. C. W. 
Kimmins has done what so many psychologists of the 
present day achieve. He has examined the suggestions, 
theories and hypotheses of others and has had little 
difficulty in tearing the majority to small pieces. He then 
reconstructs new explanations which differ from some of 
the old chiefly in the altered language he employs. 
readable bookt he spends some space in demonstrating 
how Hobbes in his theory of sudden glory, Beattie in his 
suggestion of ludicrous composition, the Earl of Shaftes- 
bury in his freedom of wit, Hazlitt in his hypothesis of 
want of sympathy, Herbert Spencer in physiological 
explanation of surplus energy and Charles Darwin in his 
interpretation of laughter as an expression of joy have 
either attacked the problem from a false position or have 
analysed it under artificial conditions in the adult. The 
author holds that the springs of laughter must be explored 
in childhood and examined in the light of a child’s 
psychology. It may be remarked that Darwin referred to 
the response of apes to tickling and to the earliest appear- 
ance of smiles and laughter in young children. 


Dr. Kimmins passes on to a consideration of Freud’s 
contribution. While he admires what this eminent psycho- 
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logist writes on the subject, he admits that it is in places 
“abnormally difficult to understand exactly what the author 
means and ... how some of his conclusions are reached.” 
He finds that Freud’s theory is closely related to Spencer’s 
doctrine of “descending incongruity.” In Dr. Kimmins’s 
discussions he repeats a surprising conclusion that playing 
with words is a pleasure to the child “until the age of 
reason partially stops it.” Surely ingenious playing with 
words forms part of the intelligent wit of grown-up 
individuals and is a source of amusement rather than of 
laughter. Freud appears to regard wit as either senseful 
or senseless. Does Freud understand wit? We may pass 
by the author’s description of and argument on other 
modern writers on the subject and refer to his chapters 
on laughter and dreams and laughter and tears. He selects 
examples of dreams of children to prove to his own satis- 
faction that a dreamer does not recognize the absurdity 
of incongruities. It would be difficult for a person wide 
awake to summon a smile at the absurdities of the dreams 
related. That it is possible to dream of laughter can 
searcely be challenged. When the author deals with 
laughter and tears, he becomes artificial... Laughter must 
be regarded as an emotional response to a_ stimulus, 
whether it be something pleasurable, something absurd or 
something painful. Dr. Kimmins does not refer to the 
laughter of hysteria, although he speaks with irritation of 
the giggling of girls. That an emotional state may be 
unstable is well known and for this reason we should 
expect a state of helpless laughter at times which termin- 
ates in uncontrolled muscular contractions and the secre- 
tion of tears. He devotes a great deal of space to the 
recording of replies of children at various ages to the 
question: “What is the funniest story you have ever read 
or heard?” This question and one relating to funny sights 
were addressed to large numbers of children and some 
typical replies are given. It does not appear to us that 
these replies necessarily supply the key to the riddle of 
laughter. Wit, humour and an appreciation of the ridi- 
culous have varying effects on different people. Often a 
child will have great difficulty in stating why he is 
laughing and yet the laughter may be more boisterous 
and more spontaneous than the laughter traced by the 
child to something supposed to be funny. Some of the 
stories are amusing and some are stupid. All are well 
But we venture to suggest that the author has 


temerity of the untutored we venture to postulate that 
the fundamental initiation of laughter is a suitable frame 
of mind and that the exciting or eliciting cause is legion. 
A person may have a good sense of humour and may 
laugh only on rare occasions. Again, the gift of laughter 
is a precious one and when exercised within limits con- 
tributes to a happy frame of mind. Dr. Kimmins’s book 


‘provides some food for thought and is interesting, but it 


leaves us more or less in statu quo ante. 


AN ATLAS OF ANATOMY. 


THE latest section (IXa) of “Bailliére’s Synthetic 
Anatomy,” to be published is an enlargement of the pterygo- 
maxillary region of Part IX (Head and Neck). The fact 
that these serial drawings are excellent cannot be disputed. 
To the student they should prove a great help in his study 
of anatomy and to the practitioner who has not the oppor- 
tunity to revise this subject from actual dissections, they 
should serve as a most valuable assistance by “reconstruct- 
ing mental pictures of the human body,” thus helping him, 
as this publication claims, to “keep up” his anatomy. This 
latest part maintains the high degree of excellence of the 
former parts and the author and publishers are to be con- 
gratulated upon producing the excellent drawings of this 
region of the body, a region which is one of the most 
difficult in human anatomy to visualize. It can be strongly 
recommended to both the student the practitioner alike. 


1“The Springs of Laughter,” 
1928. London: Methuen and 
pp. 185. Price: 6s. net. 


by C. W. Kimmins, M.A., D.Sc. ; 
ompany, Limited. Post 8vo., 


1 ee s Synthetic ‘Anatomy,” by J. Cheesman; Part 
Xa: Pterygo-Maxillary Region; 1928. tae Bailliére, 
Tindall and Cox. Crown 4to., pp. 6. Price: 2s. 6d. 


Novemser 17, 1928. 


THE MEDICAL JOURNAL OF AUSTRALIA. 631 


| The Wedical Journal of Australia 


SATURDAY, NOVEMBER 17, 1928. 


Friendly Society Lodge Practice. 


In September, 1926, the Federal Committee of 
the British Medical Association in Australia con- 
sidered a proposal from the Queensland Branch to 
draw up a model form of agreement between the 
trustees of the friendly society lodges and the 
medical officers for the whole of the Commonwealth. 
The form in use in New South Wales was accepted 
as a basis for discussion and after various amend- 
ments had been introduced, the Honorary Secretary 
was instructed to take steps to have the agreement 
revised and put into legal form. Since that time 
the document has been issued and the Queensland 
Branch has adopted it as the basis of all agreements 
to be made by its members with the friendly society 
lodges. Use is being made of the form also by the 


South Australian Branch. We understand that. 


other Branches are also endeavouring to adapt the 
model form of agreement to their requirements. The 
Federal Committee further determined that the 
ordinary contract rate for attendance on lodge 
members within the metropolitan areas should be 
fixed at thirty shillings a year, save in South Aus- 
tralia where unmarried lodge members pay a 
certain rate and married members in addition pay 


a specified amount for each dependant entitled to 


medical benefit. Moreover, it was pointed out that 
when the Branch Council agreed to raise the upper 
limit of the income of friendly society lodge mem- 
bers entitled to medical attendance, the contract 
rate should be increased in proportion. | 


It will be remembered that prior to 1914 contract 
practice in Australia was very unsatisfactory both 
to the medical profession and to the members of the 
lodges. In 1898 the members of the New South 
Wales Branch resolved that no one should accept a 
contract at less than sixteen shillings a year, the 
rate then obtaining. It was held that members of 


benefit societies should be required to pay 1% of 
their annual earnings for medical attendance. As 
far as we are aware, no sound argument has been 
adduced in opposition to this contention nor has 
any better basis for computation been brought for- 
ward. In 1914 the New South Wales Branch sue- 
ceeded in introducing the Common Form of Agree- 
ment as the only basis of a contract between a 
medical officer and a friendly society lodge. As 
soon as the lodges recognized the fairness of the 
conditions, all opposition disappeared and for a 
period of fourteen years no real difficulty has pre- 
sented itself in the State of New South Wales. Unfor- 
tunately the same satisfactory solution of the 
problem has not been found in several other States. 
It is unnecessary to trace the history of the 
relations between the medical profession and the 
friendly society lodges in the several States at the 
present time. The subject was fully discussed in 
these columns in 1915 and since that time informa- 
tion concerning the movement has been published 
year by year. One fact has stood out prominently 
throughout the whole period. While the health 
problems have been in the main the same in all 
parts of the Commonwealth, the conditions of lodge 
practice have been dissimilar in the six States. It 
was therefore not surprising that in September, 
1926, the proposal should be made that uniform 
conditions should be introduced for all the States. 
The Federal Committee has done what was asked, 
but something more is required. Since the Federal 
Committee has no executive powers and since it 
cannot establish a policy which is binding on all 
the Branches in Australia, it remains for the 
Branches individually and collectively to adopt the 
policy that the conditions of friendly society lodge 
practice throughout Australia shall be uniform and 
that the basis of each and every contract shall be 
the model form of agreement as drafted by the 
Federal Committee. In other words a policy of 
uniformity in this instance should be substituted 
for one of federation or collaboration. It would be 
quite consistent to admit certain variations dictated 
by peculiar local customs or considerations, but 
these variations should be defined and restricted. 


_ Tf each Branch confirmed the resolution of the 
New South Wales Branch of 1898, the task of intro- 
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ducing reasonable conditions would be deprived of 
much of its difficulty. The basic wage is now an 
established fact. It might be necessary to have 
consideration for the minimum wages fixed in 
accordance with the several industrial awards. 
From these figures and from the information ascer- 
tainable from the registrars of the friendly societies 
it would be possible to determine the average earn- 
ings of the least well-paid members of the lodges. 
It is safe to assume that the figure would lie between 
£230 and £260 a year. .If members of benefit 
societies were required to pay 1% of their earnings 
for medical attendance, the annual contribution 
through the lodge would be between forty-six and 
fifty-two shillings. It would, of course, be necessary 
for the six Branches to determine who should be 
entitled to medical attendance at these rates. If 
it were decided that no one with an income exceed- 
ing £312 a year at the time of joining the lodge were 
eligible for medical attendance, those approaching 
the income limit might be paying as little as 0-75% 
of their annual income. The income limit might be 
fixed in this manner. 

There can be no doubt whatsoever that if the 
medical profession throughout the Commonwealth 
decided on a policy based on reasonable and fair 
principles, the orders and lodges would accept the 
terms and conditions without much demur. The 
experience in New South Wales teaches that once 
fair conditions are accepted, both parties become 
satisfied and smooth working is assured. It would 
be well if the uniform policy were adopted in each 
Branch without loss of time. The future may bring 
a considerable extension of contract practice to the 
detriment of the medical profession, if the members 
are not of one mind. 


Current Commient. 


THE PRODUCTION OF DIAPHRAGMATIC PARALYSIS 
AS A THERAPEUTIC MEASURE. 


In the presence of intrathoracic disease it 
occasionally becomes necessary to allow the lung to 
rest so that healing of diseased pulmonary tissue 
may occur. This is achieved in pulmonary tuber- 
culosis by the production of a pneumothorax. Air 
is introduced into the pleural cavity at certain 
intervals of time and the collapse of the lung throws 


it out of action, so that the tuberculous process goes 
on to the healing stage. The production of the 
pheumothorax is thus a temporary expedient. It 
has been adopted in other circumstances, for 
example when bronchiectasis or abscess of the lung 
is present or after the expulsion of the contents of 
a hydatid cyst of the lung. It is obvious that the 
attainment of success by this method depends on the 
more or less one-sided nature of the pathological 
condition and on the absence of adhesions between 
the visceral and parietal layers of the pleura. If 
the disease condition is one of long duration, the 
pleura may have become much thickened and the 
operation of pneumolysis may have to be carried 
out. Sometimes it is obvious that collapse of the 
lung cannot be obtained by any other method and 
thoracoplasty is performed. In this operation the 
chest wall is allowed to fall inwards to meet the 
lung. Another method of dealing with conditions 
which call for collapse is by division or evulsion of 
the phrenic nerve. <A. J. Campbell has recently 
described this operation, discussed its indications 
and recorded the results of its application to thirty- 
one patients at the North Wales Sanatorium.' 


The technique of this operation need not be 
described. It must suffice to state that the nerve 
is exposed in the neck as it lies on the scalenus 
anticus muscle and that in Campbell’s opinion at 
least twelve centimetres should be removed so that 
none of the accessory roots will be left behind. 
Twenty-seven of Campbell’s patients were subjected 
to evulsion of the nerve and four to the operation of 
phrenicotomy. The indications given by him are 
numerous. Under the heading of basal infections 


-he includes bronchiectasis, fibrosis of the lung, 


chronic pleural empyema, abscess of the lung and 
hydatid disease and pulmonary tuberculosis. There 
are in his opinion certain special indications apart 
from basal lesions; for example it is indicated when 
artificial pneumothorax has failed, in bilateral pul- 
monary tuberculosis with extensive disease, in early 
unilateral tuberculosis not responding to sana- 
torium treatment and as a measure for symptomatic 
relief in cough, copious expectoration, pyrexia, 
hemoptysis, pleural pain, vomiting, dyspnea, hiccup 
and palpitations and tachycardia from embarrass- 
ment of the heart. It may be combined with the 
production of an artificial pneumothorax when basal — 
adhesions are present, to assist reexpansion of the 
lung and it lengthens the intervals between refills 
and tends to prevent effusion and mediastinal dis- 
placement. It may be combined with thoracoplasty 
as a test of the opposite lung, to assist collapse of 
the base and to prevent aspiration to the lower 
lobes. The indications for operation in Campbell’s 
thirty-one patients were as follows: bronchiectasis 
in three, fibrosis of the lung in four, hydatid disease 
in one and pulmonary tuberculosis in two. In 
twenty-one patients there were special indications 
on account of pulmonary tuberculosis. In three 
production of artificial pneumothorax was impos- 
sible, in one the operation was performed for symp- 
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tomatic relief of cough and in two for relief of pain, 
in one it was a preliminary procedure to production 
of pneumothorax, in two basal adhesions were 
present with pneumothorax and in ten it was 
undertaken as a preliminary to thoracoplasty. 


Before discussing these results it will be well to 
consider the effect of evulsion of the phrenic nerve. 
Paralysis of the diaphragm will be immediate and 
unilateral. The dome will be forced in an upward 
direction by the action of the muscles. of the 
‘abdominal wall and an increased activity of the 
intercostals will result. This will be due to the fact 
that the capacity of the chest is diminished. 
Campbell states that on the right side the capacity 
is reduced to one-sixth or even one-third of its 
volume. Reduction to this extent does not give 
rise to dyspnea. It is important to remember that 
evulsion of the phrenic nerve leads to a paralysis 
which is permanent. The diaphragm becomes 
atrophied and ultimately resembles a parchment- 
like membrane. It is true that Campbell refers to 
such methods as contusion of the nerve, freezing 
the nerve, intraneural injection with alcohol and 
section and suture, for the production of temporary 
paralysis. He did not use these in any one of his 
patients and it would appear that the results 
obtained would be so uncertain that for the present 
discussion they may be neglected. Campbell 
describes the results obtained in the treatment of 
his patients. In twenty-four benefit was obtained. 
Of the seven who obtained no benefit, three mani- 
fested no paralysis and in three of the remaining 
four the rise of the dome of the diaphragm was 
three centimetres or less (it generally rises four 
to eight centimetres on the right side and two to 
six centimetres on the left). The details are set 
out in a table. One fact is noticeable and that is 
the absence of any information as to the length of 
time between the operation and the determination 
of the clinical result. When the nerve has been 
evulsed on account of the persistence of some 
troublesome symptom such as cough, it would be 
of interest and importance to know the ultimate 
effect on the individual of such a procedure. 

Campbell’s main conclusion is that the degree of 
pulmonary rest and compression following paralysis 
of the diaphragm is an important aid in collapse 
therapy and that in selected cases it alone effects 
a large measure of improvement. He thinks that it 
is probable that in the future it will be extensively 
used in the therapy of intrathoracic disease. This 
is the conclusion of an enthusiastic investigator 
and must not be accepted without due regard to the 
serious nature of the operation and the permanency 
of its result. The usefulness of this operation as a 
preliminary to thoracoplasty or as an accompani- 
ment to artificial pneumothorax in selected cases 
will be evident to all. Campbell’s results, as far as 
can be judged from his short account, demonstrate 
this. Much more care and consideration will be 


required before this procedure is adopted for the 
relief of certain troublesome symptoms. In the few 
cases in which evulsion was done for this reason, 
the results were not very satisfactory. 


In one 


instance there was some relief to dyspnea and 
cough and sputum was less. The patient subse- 
quently died, but no indication is given as to what 
time elapsed between the division of the nerve and 
death. In a second instance there was no paralysis 
and no relief was obtained from pain. In a third 
instance pain from old pleurisy became less. This 
is somewhat vague. The final lesson to be gained 
from studying Campbell’s paper, is that of caution 
in the application of this method of treatment. The 
permanency of its after effects must always be 
remembered. If artificial pneumothorax will do 
what is necessary, there is no need to interfere with 
the phrenic nerve and, on the other hand, if evulsion 
of the phrenic nerve will bring about a certain 
desired result, it may be possible to avoid the more 
extensive and mutilating operation of thoracoplasty. 


THE USE OF EPHEDRINE. 


Srnce Chen in 1923 drew attention to the 
beneficial results following the administration of 
ephedrine to patients with asthma, medical litera- 
ture has been full of reports of a favourable nature. 
Abstracts of articles of this nature have been pub- 
lished in this journal from time to time. The result 
has been that ephedrine has to a large extent 
replaced suprarenal extract in the treatment of 
asthmatic attacks. The use of suprarenal extract 
has been largely in the hands of medical prac- 
titioners who have been able to watch its effect and 
to limit its application when necessary. Ephedrine, 
on the other hand, is generally given by mouth. It 
can thus be obtained by patients without reference 
to a medical practitioner and herein lies a danger. 
Several accounts have been given of the occurrence 
of untoward symptoms, even after isolated doses, 
and it is probable that sufficient emphasis has not 
been laid on this possibility. A recent report by 
W. A. Bloedorn and P. F. Dickens! is of importance 
in this connexion. The patient was a man who 
suffered from an acute attack of dyspnoea which was 
regarded as being due to asthma. He was given 
ephedrine in capsules, each containing 0-024 
gramme (three-eighths of a grain), and was told 
to take them when required. He took forty capsules 
in twenty days and then came to hospital. He was 
found to be suffering from acute cardiac decom- 
pensation with dyspnea, sweating, weakness, tremor 
and palpitation. The cardiac rate was 160 in the 
minute and the electrocardiogram revealed tachy- 
cardia of nodal origin. Pulsus alternans also 
became manifest. After the administration of digi- 
talis for a considerable period the patient recovered. 
The authors regard the primary condition of the 
patient as “eardiac asthma.” They conclude that 
disease of the cardio-vascular system should be 
excluded before ephedrine is administered. This 
conclusion is justifiable, as also is its logical corol- 
lary that the sale of the drug to the public should 
be discouraged. 


1 Archives of Internal Medicine, September, 1928. 
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Abstracts from Current 
Wevical Literature. 


THERAPEUTICS. 


Spinal Anesthesia. 


R. H. Paramore (The Lancet, May 
12, 1928) describes the treatment of 
an eclamptic patient with spinal 
anesthesia. A multipara, seven 
months pregnant, who had a succes- 
sion of fits and whose urine was 
“loaded with albumin,” was given 
chloroform to permit lumbar puncture, 
a small quantity of cerebro-spinal 
fluid under normal pressure was 
allowed to escape and 1:5 cubic centi- 
metres of a 5% solution of “Tropa- 
cocaine” injected; the patient was 
turned on her left side. Two hours 
later she vomited and defecated spon- 
taneously; no more fits occurred and 
she was quite rational nine hours 
later. Five days after the treatment 
the foetal heart ceased to beat and 
three days later a still-born child was 
delivered. For the first four days 720 
to 900 cubic centimetres (24 to 30 
ounces) of urine were passed every 
day, after the death of the child the 
urine increased and blood pressure 
fell from 150 and 110 millimetres of 
mercury to 120 and 80 millimetres. 
The patient was discharged three 
weeks after the first fit, apparently 
quite well. 


Treatment of Asthma and Eczema. 


G. A. CAMPBELL (Canadian Medical 
Association Journal, December, 1927) 
holds that horse dander is probably 
the greatest single cause of asthma 
in children and that the desensitiza- 
tion of children, suffering in this way, 
is practicable and satisfactory. In 
asthma of bacterial or non-protein 
origin vaccines give the best results, 
though the response is less dramatic 
than in asthma due to specific pro- 
teins. The author draws attention to 
recurrent vomiting due to eggs and 
milk and points out that fatal acidosis 
may occur as the result of severe 
vomiting caused primarily by food 
hypersensitivity. 


“Synthalin.” 


A. I. Rincer, S. Broon, M. M. Harris 
anp A. Lanny (Archives of Internal 
Medicine, April, 1928) report the re- 
sults of administration of “Synthalin” 
(deca-methyl-di-guanidine) to four 
patients suffering from diabetes mel-« 
litus. “Synthalin’” was given alone 
and alternating with or coincident 
with “Insulin.” Epigastric distress, 
nausea and anorexia were observed in 
one patient, due to “Synthalin”; with 
smaller and graduated doses this gas- 
tric disturbance was practically over- 
come. In all four patients “Synthalin” 
was found to reduce glycosuria and 
ketonuria. Doses of 20 to 25 milli- 
grammes twice a day on the first and 
third days, one dose on the second 
day and none on the fourth day were 
found satisfactory. Half these doses 
were not very effective in the two 


adults treated; it was found possible 
to give 25 milligrammes in the morn- 
ing and 12:5 milligrammes in the 
evening on successive days with 12-5 
milligrammes on the third day, resum- 
ing the larger doses on the fourth 
day with good effect; but gastric 
symptoms usually occurred if these 
doses were exceeded. The action of 
“Synthalin” in one patient was delayed 
for four days, hence the advisability 
of starting with a small dose and of 
omitting the drug as suggested. In 
Case I persistence with the drug at 
intervals of a week or so seemed to 
create a tolerance for it, with de- 
creased gastric disturbance. In two 
patients with severe diabetes it was 
necessary to use “Insulin” as well as 
“Synthalin” to prevent coma. The 
conclusion is reached that in simple 
eases of diabetes in which the use of 
“Insulin” is not desired, “Synthalin” 
may be tried. Adler recommended 
the administration of 0-5 gramme of 
a sodium salt of bihydrocholic acid 
to prevent gastric disturbance, but 
this substance was not available to 
the authors. 


Effect of Morphine on Kidney 
Function. 


I. R. Sisk anp W. S. Beyer (Journal 
of the American Medical Association, 
June 30, 1928) have selected twenty- 
one patients at the Wisconsin General 
Hospital in order to study the effects 
of therapeutic doses of morphine upon 
the kidney. Of the twenty-one 
patients ten had no surgical affection 
and had normal kidney function. The 
remaining eleven patients required 
surgical treatment and all were over 
fifty-six years of age. The patients 
not submitted to operation were given 
morphine hypodermically in doses of 
0-015 or 0-01 gramme (one-quarter 
or one-sixth of a grain) every four or 
six hours until the point of tolerance 
was reached, as shown by the develop- 
ment of drowsiness, nausea or vomit- 
ing. Tests of the kidney function 
were made every twenty-four hours 
for three days by the estimation of 
the non-protein nitrogen of the blood 
and by the intramuscular injection of 
phenolsulphonephthalein. the 
patients submitted to operation doses 
of morphine 0-015 gramme (one- 
quarter of a grain) were given with 
sufficient frequency to maintain the 
patients in a comfortable state. The 
ascertained results justify the conclu- 
sion that morphine sulphate in the 
usual therapeutic doses, repeated 
every four to six hours until the 
patients develope toxic symptoms, 
does not impair kidney function and 
that patients under urological treat- 
ment may be given the drug without 
fear of producing renal derangement. 


Ephedrine. 

R. Green (Malayan Medical Journal, 
March, 1928) reports the results of 
treatment of ten patients with asthma 
and two with hay fever by ephedrine 
hydrochloride. Relief was obtained in 
six instances when 0-06 or 0:09 gramme 
(one or one and a half grains) of 
this drug was given by mouth. In 


four instances relief was slight and 
toxic symptoms, tremor, palpitation, 
sweating, nausea, urticaria and weak- 
ness occurred. In two instances blood 
pressure fell ten millimetres of mer- 
cury during the attack and in five 
cases it was raised by.ten to twenty 
millimetres of mercury between 
attacks, one to three hours after the 
drug was ingested. In two cases of 
hay fever relief was obtained by 
swabbing the nasal mucosa or spray- 
ing the interior of the nose with a 
3% solution of ephedrine sulphate. 


Ovarian Therapy. 


Emu. Novak (The Journal of the 
American Medical Association, Sep- 
tember 1, 1928) discusses the present 
status of ovarian therapy. Com- 
mercial preparations in powder or 
tablet form, made either from the 
entire ovary, from corpora lutea alone 
or from ovarian residue, that is ovary 
from which all corpus luteum has 
been removed, have not manifested 
any biologic action; nor have they 
produced any very satisfactory clinical 
results. Hypodermically these older 
preparations have been equally un- 
satisfactory. It has lately been shown 
that ovarian follicle hormone (fol- 
liculin, cstrin, cstrogen) produces 
estrus in animals when given orally 
or hypodermically; by the latter 
method it is twenty times more 
potent than by the former. Most of 
the commercial preparations are made 
from placenta which contains a con- 
siderable amount of hormone. 
Lipoidal extracts are thought to be 
more potent than aqueous extracts. 
Further, corpus luteum extract can 
retard ovulation when injected into 
guinea pigs and it has been shown 
that after the uterus has been stimu- 
lated to cestrus by follicle hormone, 
injection of corpus luteum hormone 
will produce placentomata and inhibit 
ovulation. It appears that both follicle 
and corpus lutewm hormones are of 
importance and that corpus luteum 
can act only when the way has been 
prepared by follicle hormone. 
Theoretically it is reasonable to ad- 
minister ovarian preparations in con- 
ditions of ovarian hypofunction, such 
as those due to removal of the ovaries, 
in delayed menstruation, premature 
menopause with its vasomotor symp- 
toms, sterility and some cases of 
primary dysmenorrhea, genital hypo- 
plasia, obesity, repeated abortion and 
menstrual headaches. Naturally, 
other than ovarian causes for these 
symptoms should be excluded. Fol- 
licle hormone should be administered 
in large doses, one hundred rat units 
daily for eight or ten days, followed 
by six injections of corpus luteum 
extract. It is questionable, however, 
whether a _ potent corpus luteum 
extract is obtainable at present. For 
the vasomotor symptoms of the meno- 
pause the older oral preparations are 
said to have been moderately effica- 
cious and there is no present indica- 
tion that injections of ovarian follicle 
or corpus lutewm hormones will be 
any more effective. Little is known 
of ovarian hyperfunction; but one 
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syndrome, referred to as functional 
uterine bleeding, which occurs especi- 
ally at puberty and the menopause 
age, is generally recognized. In this 
condition the pelvic organs appear 
normal anatomically, but there is 
hyperplasia of the endometrium. The 
ovary contains a mature Graafian 
follicle including an ovum; there is 
an absence of corpora lutea. These 
findings suggest that this type of 
bleeding is due to excess of follicle 
stimulus and deficiency of corpus 
luteum principle. Therefore adminis- 
tration of corpus luteum by mouth or 
hypodermically six or eight days 
before the abnormal menstruation is 
indicated and in some cases seems to 
do good. The disadvantages of hypo- 
dermic medication for supposed 
ovarian dysfunction are the frequent 
visits necessary, the pain caused and 
the fact that as a rule the effects pro- 
duced by treatment are only tempor- 
ary. At the present most of this treat- 
ment is at best substitution treatment 
and does not permanently affect the 
underlying disability. 


NEUROLOGY. 


Parasensory Zones. 


C. von Economo (Psychiatrisch-Neur- 
ologische Wochenschrift, March 31, 
1928) in drawing attention to the 
zones characterized by the presence 
of large pyramidal cells investing 
sensory areas, particularly those for 
vision, hearing and common sensation 


in the cortex of the brain, suggests - 


that they may have an efferent func- 
tion. The idea is supported by the 
fact that experimental electrical 
stimulation of the crest of the post- 
central gyrus has induced movements 
of the limbs and that similar stimula- 
tion of the zones investing the audi- 
tory and visual areas has induced 
movements of the ears and eyes 
respectively. It would appear that 
a corticifugal function, reflex in 
character and different from the ordi- 
nary motor response is involved in 
the process. 


Chorea and the Corpus Luysii. 


J. Purpon Martin (The Lancet, 
August 8, 1928) records the history 
of a man, aged sixty-two years, who 
was suddenly seized with violent, 
involuntary, choreic movements of the 
right arm and leg. The movements 
presented every combination of flexion, 
extension and rotation. Their violence 
was such that the skin was knocked 
off the knuckles of the affected hand 
and the inner sides of both knees. 
The right side of the face and the 
tongue and the right side of the trunk 
were in some measure involved. Only 
by a great effort could the movements 
be for a few seconds voluntarily 
restrained. Swallowing was _per- 
formed by spasmodic gulps. Breath- 
ing was irregular. All these move- 
ments ceased entirely during sleep. 
Further neurological examination in 
the main revealed no abnormality. 


Death took place on the twentieth day 
from the onset of the chorea. Exam- 
ination of the brain showed a recent 
hemorrhage destroying the body of 
Luys on the left side, that is contra- 
lateral to the chorea and serial micro- 
scopical sections proved that the 
lesion was confined with remarkable 
accuracy to the body named. The case 
is discussed from various aspects and 
a synopsis of similar cases on record 
is given. 


Encephalitis After Vaccination. 


D. Wiersma (Acta Psychiatrica et | 


Neurologica, February, 1927) discusses 
the complications of vaccinia from 
the neurological aspect. He has ob- 
served eleven patients with encepha- 
litis which arose at intervals of from 


' nine to nineteen days after vaccina- 


tion for small pox. Convulsions 
appeared in five patients, definite 
paralysis in three, meningitic symp- 
toms in four and trismus in two. In 
all muscle tone was diminished and 
generally the tendon reflexes were 
absent. Death occurred in five in- 
stances and two autopsies were 
obtained. It is argued that both 
clinically and pathologically vaccinial 
encephalitis is distinct from encepha- 
litis lethargica. Doubt is cast on 
Bastiaanse’s speculation that a latent 
virus of lethargic encephalitis is 
activated by the vaccination. 


Pathological Changes in Huntingdon’s 
Chorea. 


C. R. Duniap (Archives of Neur- 
ology and Psychiatry, September, 1927) 
prior to his death made an exhaustive 
examination of the brains of no less 
than seventeen sufferers from Hunt- 
ingdon’s chorea and in a posthumous 
paper his observations are recorded. 
In brief his findings are as follow. 
In cases of undoubted and mature 
Huntingdon’s chorea lesions of a 
definite kind are to be found in the 
corpus striatum, cerebral cortex and 
bone marrow. 
teristic as to make the post mortem 
diagnosis of Huntingdon’s disease 
almost a certainty, because the same 
peculiar combination of lesions is not 
reproduced in any other disease. 


The Distinction of the Organic and 
Functional Varieties of Ankle Clonus. 


Ricuarp S. LyMan (Brain, June, 
1928), writing from the National Hos- 
pital, Queen’s Square, London, states 
that sustained ankle clonus, although 
usually associated with a pyramidal 
lesion, may occasionally have a physio- 
logical or “functional” etiology. He 
offers a rapid and simple test as a 
clinical aid in distinguishing 
“organic” from “functional” types. It 
consists of forcible plantar flexion of 
the homolateral hallux while ankle 
clonus is being maintained. If the 
clonus is then checked, an organic 
lesion in the central nervous system 
is postulated. If it persists in spite 
of prolonged toe flexion, it is prob- 
ably “functional” in origin. The 
mechanism of cessation of ankle 
clonus by flexion of the great toe in 


These are so charac-. 


organic disease depends on an 
antagonism of reflexes. Clonus re- 
quires increased tone of the extensor 
muscles of the foot. Forceful plantar 
flexion of the hallux induces the with- 
drawal or flexion reflex with its strong 
tonic contraction of the dorsiflexors 
of the foot. Flexor contraction causes 
reciprocal relaxation of the opposing 
extensor muscles with consequent dis- 
appearance of the clonus. Plantar 
flexion of the great toe provides 
stimuli which are largely propriocep- 
tive and which make up the sensory 
portion of the arc relating to the 
flexion reflex. 


The Symptomatology of Subarachnoid 
Spinal Hzemorrhage. 


Pact Micuon (La Presse Médicale, 
August 1, 1928) draws attention to 
the occurrence of pure and primary 
subarachnoid hemorrhages of the 
spinal cord, the symptoms of which 
are wholly spinal and admit no sug- 
gestion of cerebral origin. The essen- 
tial symptom is sudden and intense 
stabbing pain (coup de poignard) 
which may be attended by indications 
of localized meningitis or myelitis of 
a temporary character. In two cases, 
the clinical reports of which are given, 
relief was more or less promptly 
afforded by the performance of lumbar 
puncture. The fluid so obtained was 
both under increased pressure and 
blood stained. The writer refers to 
corresponding cases which have been 
recorded by others, in particular to 
three in which a necropsy was made. 
These go to confirm the diagnosis of 
subarachnoid spinal hemorrhage in 
his own cases and to show that this 
lesion may arise in several forms; 
it may be extensive, simulating 
Landry’s paralysis, or confined to 
cervical, dorsal or lumbar levels. His 
cases illustrated dorsal affection as 
well as the beneficial effect of lumbar 
puncture. 


The Sedimentation Test in 
Psychiatry. 

Jacos Gotpwxyn (American Journal 
of Psychiatry, July, 1928) writes that 
the erythrocyte sedimentation test 
may be likened to the leucocyte count. 
The number of white cells varies 
under normal conditions; it is in- 
creased in many diseases, yet not all 
pathological processes are attended 
by a leucocytosis. So it is with a 
sedimentation reaction; it varies 
within normal limits; it is increased 
in many disease processes; there are 
many diSeases, however, in which the 
readings remain unchanged. As with 
the leucocytes, an increased sedimen- 
tation reaction always denotes patho- 
logical change. On the other hand, a 
normal reaction does not exclude 
disease. Because the sedimentation 
reaction is helpful in determining the 
diagnosis and progress of many 
mental and physical diseases and be- 
cause it is an effective and reliable 
detector of many pathological con- 
ditions, especially in dealing with the 
insane, it is recommended as a routine 
procedure in mental hospitals. 


| | 
| po 

| 
— | 
| | 
| | 
| 
| 
| 


THE MEDICAL JOURNAL OF AUSTRALIA. 


NovemBer 17, 1928. 


British Wedical Association Mews. 


SCIENTIFIC. 


A MEETING OF THE SECTION OF OBSTETRICS AND GYNCOLOGY 
OF THE NEw SouTH WALES BRANCH OF THE BriTISH MEDICAL 
ASSOCIATION was held at the B.M.A. Building, 30-34, 
Elizabeth Street, Sydney, on September 12, 1928, Dr. R. L. 
Davies, Chairman, in the chair. 


The Use of Morphine in Eclampsia. 


Dr. A. M. Davipson read a paper entitled: “The Use of 
Morphine in Eclampsia” (see page 612). 


Endometrioma. 


Dr. J. L. T. Ispister read a paper entitled: 
metrioma” (see page 614). 

Dr. Cecit Cocuian referred to the routine treatment of 
eclampsia, carried out at the Rotunda Hospital in 1923 
under Dr. Fitzgibbon. No morphine had been given and 
no anesthetic had been administered and no patient during 
that year had received high lavage on more than two 
occasions. The two cases reported by Dr. Isbister were 
very interesting to him, especially the second one. From 
the description and from the slide shown he felt certain 
that the latter was nothing more serious than the con- 
dition known as decidual reaction. He had seen a some- 
what similar condition four years previously, in which 
the ovaries were covered with small wart-like plaques. 
This case had stimulated his investigation of the condition 
and Professor Fraenkel and Dr. Schiller had given him 
the opportunity of examining sections showing decidual 
cells in the lungs, liver, the peritoneum from the upper 
and lower parts of the abdominal cavity and the ovaries. 
The decidual reaction was merely the response of the 
connective tissue of the body to the invasion of a foreign 
body, namely the syncitium. All foreign matter introduced 
into the body produced a connective tissue reaction. For 
example, a piece of mineral stimulated the growth of 
fibrous tissue around it, some types of carcinoma cells a 
firm fibrous stroma, namely the scirrhous cancer, others 
a more cellular stroma. Endothelial cells, wherever 
implanted, produced the typical star-shaped endothelial 
stroma. Syncitial cells were noted invaders and were 
earried by the lymph stream or blood vessels to all parts 
of the body and wherever they rested, they produced the 
decidual reaction of pregnancy. Dr. Worrall advocated 
merely taking away the growth when practicable without 
damaging the involved structures. All that was really 
necessary, was to produce an artificial menopause by 
removal of the ovaries surgically or, as was often the 
ease, if these organs were involved and adherent to 
neighbouring structures, by means of X rays. 

Dr. Brown Craic, in referring to the paper by Dr. 
Davidson, said that he had always regarded morphine as a 
useful drug which would help to control the severity of 
convulsions in eclampsia. In considering the degrees of 
eclampsia it seemed to him that in the so-called fulminating 
cases it was cerebral trauma that determined the sudden 
onset of convulsions. As an illustration he referred to the 
report by Bethel Solomon, published in a July number of 
The British Medical Journal, of an autopsy in a fatal case 
of eclampsia, where in addition to subdural hemorrhages 
all the ventricles were fillal with blood and death was 
due to paralysis of the respiratory centres. He also urged 
the necessity of trying to obtain post mortem examina- 
tions more frequently in fatal cases of eclampsia at the 
maternity hospitals, in spite of the difficulties that were 
encountered. Otherwise they were deprived of a very 
fruitful source of information in such a baffling subject. 

Dr. H. A. Rorer thanked both the readers for their 
papers. He had had a case of concealed accidental hemor- 
rhage in a patient, four months pregnant. In this 
instance the uterus had distended to the size of a seven 
months pregnant uterus. 

In regard to the use of morphine in eclampsia, he 
favoured it. He thought the injections were sometimes 
given too late and the initial dose was too.small. He 


“Endo- 


agreed with a previous speaker that eclampsia could not 
always be prevented, except under the following conditions: 
a daily blood pressure reading, a daily examination of the 
urine and more particularly a daily observance of the 
patient for the signs and questioning for symptoms and 
the emptying of the uterus as soon as the diagnosis of 
preeclampsia was made. 


Dr. A. J. Gipson considered that morphine was very use- 
ful in the treatment of eclampsia, especially if the bowels 
had been well opened by an enema. He did not use colonic 
lavage, as he thought that a good enema acted very satis- 
factorily in most cases. He did not agree with the previous 
speakers that eclampsia was not preventible. He held that 
if very thorough frequent examinations of the blood pres- 
sure and urine were carried out, eclampsia could be 
avoided. In eclampsia the prognosis depended upon several 
factors, namely, the blood pressure, the number of fits, the 
degree of coma, the amount of wdema, the amount of 
albumin, the temperature and the pulse and unless these 
factors were known, it was impossible to classify the type 
of eclampsia. It was thus necessary to be careful in 
accepting statistics in which it was stated that no deaths 
resulted in cases in which morphine had not been used. 
In his experience patients with cdema were more favour- 
able than those with none. In severe cases in big, strong 
patients he thought 0-03 gramme or half a grain of mor- 
phine was indicated for the first dose. He concluded with 
thanking Dr. Davidson for his very interesting paper. 


Dr. R. L. Davies joined in thanking Dr. Isbister and Dr. 
Davidson for their papers. He pointed out that the 
definition of endometrioma indicated the presence in some 
abnormal position of tissue containing epithelium, 
resembling endometrium and behaving like it during 
menstruation. That definition would seem to exclude 
Dr. Isbister’s second case from the category of endo- 
metriomatous tumours. The small tumour examined con- 
tained decidual tissue, but no glandular elements. Dr. 
Davies pointed out that in addition to those mentioned by 
Dr. Isbister and other speakers, endometriomata were 
considered to have other modes of origin. They were 
supposed to originate in one of five ways: (i) As adene- 
myoma of the uterine wall due to invasion of the muscle 
either from the endometrium or from the peritoneal sur- 
face, from endometrial tissue planted thereon. (ii) As 
implantations of endometrial tissue regurgitated through 
the Fallopian tubes. (iii) As mechanical (post-operative) 
implantations of endometrial tissue (Dr. Isbister’s case). 
(iv) As metastases by lymphatics or veins, accounting 
possibly for tumours of the inguinal canal. (v) Embryonic 
rests of Miillerian or Wollfian tissue. 


With regard to treatment, ablation of the ovaries or 


their sterilization by deep X ray therapy with the opera- 


tive removal of the bulk of the tumour or its treatment 
by diathermy caused shrinkage of these tumours. It was 
well to remember, however, Graves’s case of sterilization 
by radium of a woman suffering from uterine hemorrhage 
due to fibroids. The menopause followed, but the patient 
later developed actively enlarging and painful chocolate 
ovarian cysts. 


Dr. Davies, in thanking Dr. Davidson for his paper, 
agreed with other speakers who had deprecated too vigor- 
ous eliminative measures. He had always pinned his faith 
to morphine and had not hesitated to give it in half grain 
doses when it appeared necessary. 


Proressor J. C. WINDEYER said that he wished to thank 
both Dr. Isbister and Dr. Davidson for the carefully pre- 
pared and interesting papers that they had read, but he 
also wished to criticize one or two statements. 


Dr. Isbister had classified his second tumour as an 
endometrioma, but he disagreed with this, as in the section 
shown on the screen there was no evidence of glandular 
epithelium which would be present if the nodules were 
endometriomata. In the section only decidual cells are 
visible. It was well known that the decidual reaction, 
namely enlargement of connective tissue cells, occurred 
not only in the endometrium, but also in other parts of 
the body and he thought that this case was one in which 
the decidual reaction was both excessive and extensive. 
Dr. Isbister seemed to consider that accidental hemorrhage 
occurred only during the last month of gestation. Pro- 
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fessor Windeyer had seen several cases in which accidental 
hemorrhage of both the concealed and revealed types 
have occurred as early as the fifth or sixth months of 
pregnancy. 

In regard to Dr. Davidson’s paper he wished to point 
out that in his experience and the experience of his col- 
leagues at the Royal Hospital for Women, prolonged and 


repeated colonic irrigation were very detrimental to women * 


suffering from eclampsia. The less interference with these 
patients, the better they would respond. 

In the treatment of eclampsia he advised sedatives, 
reduction of blood pressure and elimination in that order 
and he considered that the first two lines of treatment 
were more important than the last. 

Dr. Davidson had stated that one of his patients had 
recovered in spite of “very pronounced cedema.” Professor 
Windeyer pointed out that pronounced cdema was a sign 
which indicated a good prognosis rather than otherwise. 


In reply, Dr. Davidson said that he agreed that the less 
active the treatment carried out on convulsive patients, 
the better, but he thought the previous speakers had over- 
estimated the ill effects of colonic lavage in this regard. 
If properly administered this method of treatment should 
cause no more irritation to the patient than the routine 
rectal injection of saline solution after abdominal opera- 
tions and in peritonitis. The question of treating the blood 
pressure did not come within the scope of the paper, but 
it did not appeal to him as being rational, as if treated 
by venesection it meant the loss of valuable immune bodies 
and other antibacterial agents and if treated by drugs it 
meant a weakening of the heart, as all drugs which 
reduced blood pressure, did so by inhibiting or otherwise 
lowering the force or frequency of the heart beat. Further, 
venesection seemed rather dangerous in view of the 
possibility of hemorrhage in all eclamptic patients. 

Dr. Isbister in reply said that the first growth was 
without doubt an endometrioma, but the latter was doubt- 
ful and of uncertain pathology, but very interesting. 
Professor Windeyer and Dr. Reginald Davies had doubted 
its origin because of the absence of glandular tissue in 
the specimen removed. Only a small piece had been 
removed and all the growth, although macroscopically the 
same, might not have been so microscopically. The tissue 
without doubt showed decidual change and was in a site 
where usually decidual tissue was not found. Further, 
they knew that the endometrial tissue of endometriomata 
underwent decidual change. 

The growths were pathological and, judging from their 
position, might possibly be and probably were associated 
in some way with the cause of the separation of the 
placenta and the giving way of the uterine muscle. If 
this was not the cause, what was the cause? Herd who 
had the advantage of Blair Bell’s specimens, found that the 
macroscopical appearance of endometrioma of the uterine 
wall varied more than in any other situation. There might 
be a tumour or a general thickening or at a localized part 
of the uterine wall; it might form a miniature cavity; 
or abnormal deposits of endometrium might occur and 
yet not be visible macroscopically. Herd spoke of the 
endometrium at times tending to degeneration and loss of 
glandular tissue. Unfortunately no section had been made 
of the uterine muscle itself. 

It was known that endometrial tissue under the influence 
of pregnancy tended to become decidual. Bourne stated 
that it was the discovery of aberrant endometrial tissue 
that imparted the great pathological interest to these 
tumours. 

Might not endometrioma be the cause of this severe 
concealed hemorrhage which threatened to rupture the 
uterus and which was not associated with any toxemia? 


Dbituarp. 


WILLIAM THOMAS JOSEPH NEWTON. 


THOMAS JOSEPH NeEwTON whose death was 
announced in a recent issue of this journal, was born in 


Pyrmont, New South Wales, fifty-five years ago. He was 
educated at Saint Joseph’s College. During his school life 
he took a full share in all the activities of his school. 
He played cricket and football with the school teams and 
he won the Barker Scholarship for mathematics prior to 
his entrance to the medical school at the University of 
Sydney. Graduating as Bachelor of Medicine in 1900, he 
did some work as medical examiner for an insurance com- 
pany and then was appointed resident medical officer, 
first at the Sydney Hospital and then at the Coast Hospital. 
After short periods of practice at Tenterfield, Newcastle 
and Katoomba he settled at Campsie and remained there 
for twenty years, until he was compelled by ill-health to 
give up active work. 

Newton was among the number of those who responded 
to their country’s call in the early days of the war. In 
May, 1915,. he sailed as a member of the staff of Number 
Three Australian General Hospital with the rank of 
Captain. He saw service at Lemnos with his unit and 
later on was attached to the Fourteenth and Fifteenth 
Field Ambulances in France. Here he was promoted to 
the rank of Major. Unfortunately his health was not 
equal to the strain and he was invalided home in 1916. 
He resumed his practice at Campsie and continued to do 
his work quietly and unobtrusively; he endeared himself 
to patients and friends alike. He was held in high esteem 
in his district; he became an Honorary Medical Officer 
to the Marrickville District Hospital and there were many 
expressions of regret when he retired. Influenzal 
pneumonia had damaged his myocardium and hastened 
his death. He is survived by a widow, two sons and three 
daughters. The elder son, William, is a medical prac- 
titioner and the younger, John, is a student in the last 
year at the Dental School. The sympathy of the medical 
profession is extended to them in their loss. 


AUSTRALIAN INSTITUTE OF ANATOMY. 


Tue Australian Institute of Anatomy, formerly the 
National Museum of Australian Zoology, has recently 
receiyed two donations of the value of £1,000 each, the 
interest of which will be devoted to the purpose of found- 
ing twe annual orations to be known as the “Halford 
Oration” and the “Anne MacKenzie Oration on Preventive 
Medicine.” 

The former has been instituted by the members of the 
family of the late Professor Halford who occupied the 
chairs of anatomy, physiology and pathology at the Uni- 
versity of Melbourne and who was the founder of the 
‘first medical school in the Commonwealth of Australia. 

The inaugural oration will be delivered at the Albert 
Hall, Canberra, on Monday, November 26, 1928, at 8 p.m., 
by Professor W. A. Osborne, M.B., D.Sc., Professor of 
Physiology in the University of Melbourne, who will take 
for his subject “The Life and Work of Professor G. B. 
Halford, M.D., Founder of Australia’s First Medical 
School.” 

The latter has been instituted by Professor Colin 
MacKenzie for the purpose of emphasizing the importance 
of preventive medicine, the history of human development 
and of presenting in a popular form recent advances in 
medical science. The inaugural oration will be delivered 
at the Albert Hall, Canberra, by the Director-General of 
Health, Dr. J. H. Cumpston, at 8 p.m., Wednesday, March 
20, 1929. 

Thereafter the orations will be delivered in the Lecture 
Theatre of the Australian Institute of Anatomy at 
Canberra. 


Proceedings of the Australian 
Boards, 
TASMANIA. 


THE undermentioned have been registered under the 
provisions of The Medical Act, 1918, of Tasmania, as duly 
qualified medical practitioners: 
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Rutledge, Charles James, L.R.C.S. (ireland), 1887, ° 
Medical Appointments: Important Motice. 
Clark, Alexandra Margaret Annie, M.B., B.S., 1922 
(Univ. Melbourne), Koonya. — 
Robinson, Mervyn Henry Bowyer, M.B., B.S., 1926 appointment referred “tO in’ the followit neable, withgat ving 
(Univ. Melbourne), 5, Wilmot Street, East first communicated with the Henerery foes of the Bran 


Malvern, Melbourne. 


Books Received. 


GOULD’S wig by George M. Gould, A.M., 
M.D., Edited by R. J. E. "M.A., Second 
Edition Revised and Philadelphia : 
Blakiston’s Son and Company; Sydney: Angus and Robert- 
son, Limited. Royal 8vo., pp. 1537, with illustrations. 
Price: 36s. net. 

SURGICAL DIAGNOSIS IN TABULAR OUTLINE FOR 
STUDENTS AND PHYSICIANS, by Dr. A. J. Cemach; 
Authorized Translation, with Additions and Notes by 
Edward L. Bortz, .; 1928. Philadelphia: F. A. Davis 
Company. Imperial 8vo. Price: $12.00 net. 

SHORT ESSAYS ON MEDICAL TOPICS, by C. Hawthorne, 
M.D.; 1928. London: John Bale, Sons a Danielsson, 
limitea. Crown 8vo., pp. 246. Price: 4s. 6d. net. 


Diarp for the Month. 


South B.M.A.: Organization and 

ence Commi 

Nov. 20.—Tasmanian Branch, B.M.A.: Council. 

. 20:—New South Wales Branch, B.M.A.: Executive and 
Finance Committee. 

Nov. 21.—Western Australian Branch, B.M.A.: Branch. 

Nov. 21.—Central Northern Medical "New South 


Wales. 
Obstetrics and Gynecology, New South 


Wales Bran 
. 24, ueensland Branch, B.M.A.: Council. 
Nov. 27.—I Suburbs ‘Medical Association, New South 


Wal 
Nov. 27. i South Seon Branch, B.M.A.: Medical Politics 
Nov. 28. —vidtorlan , B.M.A.: Council. 


29.New South Wales Branch, B.M.A.: Branch. 
29:—South Australian Branch, B.M.A.: Branch. 


gpedical Appointments. 


Dr. Frank Winfield Williams (B.M.A.) has _ been 
yr appointed Public Vaccinator at Stawell, Victoria. : 
s 


Dr. John Gerald Lentaigne (B.M.A.) has been appointed 


Government Medical Officer at Bangalow, New South 
Wales. 
* 
Dr. Henry Rogerson (B.M.A.) has been appointed 


Acting Medical Superintendent of the Hospital for the 
Insane, Kew, Victoria. 
* * * 

Dr. Leslie Swinnerton Duke (B.M.A.) has been appointed 
Government Medical Officer, Norfolk Island. 

* * 


Dr. A. E. Vivian (B.M.A.) has been appointed Medical 
Referee for Albany, Western Australia. 


. 


Medical Appointments Vacant, etc. 


For announcements of medical 1 appointments vacant, _aemnnan, 
locum tenentes sought, etc., see “Advertiser,” page 


Launceston Hosprrart: Junior Resident Medical 


Officer. 

Renwick HospiTat FoR INFANTS, SUMMER Hut: Resident 
Medical Officer. 

WomeEn’s Hospirat, CrowN STREET, 
Director, Biochemist. 


Sypney: Honorary 


named in the first column, or with the Medical retary of the 
British Medical Association, Tavistock Square, London, W.C.1. 


BRANCH. APPOINTMENTS. 


Australian Natives’ Associa 

id and District United’ “Friendly 
Societies’ Dispensa 

United Friendly Societies’ 


spensary. 
Friendit Society 


es at Casino. 
Naw SouTH WALgs: Leichhardt and 


etersham United 


morary Secretary, Friend! 
y Societies’ D: nsary. 
30 Guest, Manchester Unity Medical and Dis- 


anne Institute, Oxford Street, 
ydney. 
United Friendly Societies’ 


D 
People’s ‘Prodential Benefit Society. 
Phenix Mutual Provident Society. 


All Institutes or Medical Dispensaries. 
Australian Prudential Association Pro- 
VICTORIAN : prietary, Limited. 
Secretary, ‘edi Mutual Natvonal Provident Club. 
Society Hall, a National Provident Association. 
Melbourn: Hospital or other appointments outside 
Victoria. 
medical officers of ospitals 
QUEENSLAND: Hon- in (thins rand are vised to 
orary Gocretesy. submit a copy of aR, ent 
B.M.A. Building, to the Council before sign on 
Adelaide — Brisbane United Friendly jety 
Institute. 
mary Hills Hospital. 
SouTH AUSTRALIAN : All Gontenet Practice Appointments in 
207, North South A 
Terrace, Ade laide. Booleroo Centre Medical Club. 
ESTER 
gaint All Contract Practice Appointments in 
| Western Australia. 


ZBALAND 
Friendly Socie' Lodges, Wellingto 
New Zealand. 


Medical practitioners are requested not *. apply for appoint- 
ments to position at the Hobart General Hospi Tasmania, 
without first having communicated with the’ Editor of THs 
MumpicaL JOURNAL OF AUSTRALIA, The Printing House, Seamer 
Street, Glebe, New South Wales. 


Editorial Motices, 


age forwarded to the office of this journal cannot 
an circumstances be returned. iginal articles for- 
arded ie publication are und to be offered to Tux, 
Marcas JOURNAL OF AUSTRALIA alone, unless the contrary be 


All be addressed to “The Bditor.” 
THs Journ. AusTraLia, The Printing House, 
Seamer Street, Glebe, (Telephones: MW 2661-3.) 

students and others not 


Ratus.—Medical 
receiving THs MepicaL JOURNAL OF AUSTRALIA virtue of 
membership of the Branches of the “British Medica | Association 
in the Commonwealth can become subscribers to the journal by. 
applying to the Manager or through the usual agents and book- 

ers. Subscriptions can commence at the beginning of 
and are renewable on December 31. The rates are £ 
for ‘Australia an and £2 5s. abroad in advanes 


per annum 


